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Abstract:

Objective
To explore student Physician Associates’ experiences of clinical training to ascertain the process of their 
occupational identity formation.

Setting
The role of the Physician Associate (PA) is relatively new within the United Kingdom (UK). There has 
been a rapid expansion in training places driven by National Health Service (NHS) workforce shortages, 
with the Department of Health recently announcing plans for the General Medical Council to statutorily 
regulate PAs. Given such recent changes and the relative newness of their role, PAs are currently 
establishing their occupational identity. Within adjacent fields, robust identity development improves 
wellbeing and career success. Thus, there are implications for recruitment, retention and workplace 
performance. This qualitative study analyses the views of student PAs to ascertain the process of PA 
occupational identity formation through the use of one-to-one semi-structured interviews. A constructivist 
grounded theory approach to data analysis was taken. Research was informed by communities of practice 
and socialisation theory.

Participants
A theoretical sample of 19 PA students from two UK medical schools offering post-graduate PA studies 
courses.

Results
A conceptual model detailing student PA identity formation is proposed. Factors facilitating identity 
formation include clinical exposure and continuity. Barriers to identity formation include ignorance and 
negativity regarding the PA role. Difficulties navigating identity formation and lacking support resulted in 
identity dissonance.

Conclusions
Although similarities exist between PA and medical student identity formation, unique challenges exist 
for student PAs. These include navigating a new role and poor access to PA role models. Given this, PA 
students are turning to medicine for their identity. Educators must provide support for student PA identity 
development in line with this work’s recommendations. Such support is likely to improve the job 
satisfaction and retention of PAs within the UK NHS.

Article summary

Strengths and limitations of this study

 This is the first research article to offer an in-depth exploration of professional identity formation 
within UK PA students.

 A qualitative, constructivist approach has generated detailed data that has allowed us to craft a 
conceptual model describing the key influencing factors upon student PA identity formation.

 The PA role is still establishing in the UK. Although it could be argued this context limits the 
transferability of our findings, results of this work are transferable beyond its UK context, as the 
role is also establishing in other countries internationally. This work offers recommendations for 
PA identity development support within any relatively PA naïve area. Findings could also be 
extrapolated to support identity formation within any new, establishing healthcare role.

 The context of this study must be considered. Clinical exposure at the institutions studied varies 
and, given clinical exposure impacts identity formation, this is likely to have had an impact upon 
our findings that it is difficult to dissect. The number of participants from each institution was 
not equal: n=14 from institution one, n=5 from institution two. Given this, some student 
experiences may be institutionally specific. Future work should focus on wider national and 
international recruitment of PA students to refine the conceptual model proposed by this work.  
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 There is a predominance of female participants (M:F 5:14). This could act as a confounding 
factor- some of our findings could be borne of gender, not role, bias. Despite this, the gender 
balance of this work is representative of the female predominance within PA studies. It would be 
artificial to attempt to isolate gender and role bias within this context. Instead, an intersectional 
approach is more appropriate, considering the possibility of gender bias also being at work 
within student PA’s clinical experiences. Given our relatively low numbers of male participants, 
transferability of our findings are somewhat limited to male students.

Introduction

The role and purpose of the Physician Associate 

The role of the Physician Associate (PA), although well established in some countries (where it is referred 
to as a ‘Physician Assistant’), is still in its infancy within the UK. The UK PA role was modelled upon 
the Physician Assistant role that has been established for over 50 years within the United States (US).1 
UK PAs are ‘new healthcare professional[s] who, while not doctor[s], work to the medical model, with 
the attitudes, skills and knowledge base to deliver… care and treatment within the general 
medical/general practice team under defined levels of supervision’.2 Supervision should be directly 
provided by a licensed physician.3 Working PAs support doctors in the diagnosis and management of 
patients through history taking, performing clinical examinations, formulating differential diagnoses, 
ordering and analysing test results, and developing and implementing management plans.3 Training as a 
PA is a graduate endeavour, with student PAs generally holding an undergraduate biomedical science 
degree. PA courses are run by UK medical schools, but operate distinct to medical degrees. 4,5 Student 
PAs are trained in a ‘medical model’,6 ‘focus[ing] principally on general adult medicine in hospital and 
general practice, rather than specialty care’.5 PA courses last a minimum of 3600 hours over two years, 
with hours being equally split between medical theory and clinical practice.3 

In 2016 there were 260 PAs and 550 PA students across England and Scotland 6 with 1000 more PAs 
promised by the Secretary of State for Health in 2015.7 The expansion of the UK PA workforce has been 
driven by an urgent need to address medical workforce shortages, particularly of doctors, within the NHS. 
The research arm of the NHS, the National Institute of Health Research (NIHR) has funded two seminal 
studies on the contribution of PAs in primary care 8 and acute secondary care.9 The studies showed PAs 
were acceptable to patients and likely to be cost-effective in these settings,8,9 increasing the capacity and 
continuity of patient care.10 

Despite such rapid expansion in deployment, PAs are struggling to establish their role as a core 
constituent of the multidisciplinary team. Within the UK, PAs are classed as a profession (albeit a new 
one), as there are no legal requirements as to the definition of a profession in the UK, and new healthcare 
professions establish themselves through role creation practice. The UK legal system does, however, 
draw distinctions between unregulated and regulated professions, with regulated professions requiring 
individuals to register with a designated authority, so the individual can be evaluated as to whether they 
are competent and qualified enough to practice safely.11 

PAs are not yet statutorily regulated within the UK, but this seems likely to change soon,12 with recent 
news breaking that the UK General Medical Council (GMC), the regulator of medical doctors, has been 
asked by the Department of Health to regulate PAs.13 Statutory regulation through the GMC would mean 
UK-based PAs could expand their occupational capabilities. Currently, PAs cannot obtain qualifications 
that would enable them to prescribe medication or ionising radiation, but statutory regulation is likely to 
pave the way to such rights.4 

Even with possible regulatory changes, PAs, and the systems in which they work, are still trying to 
establish PAs as core team members. This involves PAs navigating the development of their new 
profession’s occupational identity. Health Education England (HEE) have recognized this as a potentially 
difficult area to navigate and are currently working to ‘develop a career framework and professional 
identity’ for PAs.14 
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This work of HEE may be crucial. Medical professional identity formation is described as ‘the 
foundational process one experiences during the transformation from lay person to physician’ and 
concerns education regarding the ‘core values’ healthcare professionals.15 A strong sense of identity 
enables healthcare professionals to ‘practice with confidence…convincing others of their practical 
abilities’.16 Indeed, acquiring a strong professional identity has even been found to protect against 
burnout17 and ultimately enhance career success.18

However, almost all data on how clinicians form their professional identity has been focused within the 
domain of medical undergraduate students.15,19-25 Traditionally, the field of medicine ‘has been referred to 
as the very embodiment of the concept of professional identity’26 with doctors ‘being treated as the 
archetypal health care profession.’27 Doctors as a universal standard for professional identity development 
within healthcare risks a ‘one size fits all’ model of identity development, particularly when you consider 
that PA students are different from undergraduate medical students in regards to their training and 
emerging role. Yet, while using doctor-based models risks harm in encouraging student PA identity 
development, there are no published papers to date examining professional identity formation within UK 
PA students.

As such, new, exploratory models for professional identity formation within student PAs warrant further 
investigation. The central research question of this work regards identifying the process of occupational 
identity formation within physician associate students, focusing on factors that they identify as facilitating 
or obstructing identity development. It is hoped research within this area will generate both 
recommendations for educators regarding supporting student PA identity development, and 
recommendations for HEE regarding developing a career framework and national identity template for 
PAs.

Materials and methods

Context

Institutional ethical approval was granted prior to data collection. The context of this study was two 
postgraduate Physician Associate studies courses- one at the Hull York Medical School (HYMS) and one 
at the University of Sheffield. PA studies courses at both institutions are operated as part of the medical 
school, although remain distinct from the medical undergraduate degrees. For admission onto both 
courses, applicants must hold a degree in a life or health science (typically in a biomedical science) and 
preferably have some form of prior healthcare experience. At the time of this study, the course at HYMS 
was in its third year of operation, with Sheffield in its fourth year. Given this, both areas are relatively 
‘PA naïve’, in that associated hospitals and general practice surgeries are only just beginning to employ 
PAs in practice.  

Study Design and conceptual framework

Working within a constructivist paradigm, we acknowledge that we, as researchers, play an active role in 
data analysis and theory generation. As such, it is important to detail our backgrounds to allow for 
interpretation of our study conclusions. All researchers are medical education researchers. One researcher 
is a professor of medical education (GMF) and three researchers are qualified clinicians (MELB, PAT, 
WL). One researcher is a clinical education tutor on the HYMS PA studies course (WL). Operating 
within a constructivist paradigm we recognise there is no one single reality or objective truth- instead, 
multiple realities exist that are created by individuals within social settings.28

This work undertook inductive qualitative study. The methodology selected for use was constructivist 
grounded theory.29 This methodology aims to identify research problems from participant perspectives 
without imposition of a pre-formed framework30 - research problems are interpreted by the researcher, 
with an aim of forming new, emic theory.

Background literature was read throughout this work to generate a conceptual framework in which 
generated categories were able to be situated. This conceptual framework is detailed below.
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All researchers reflected upon their own biases and preconceptions and engaged in a group discussion 
concerning reflexivity to consider their own perspectives in more detail. Within this discussion, WL’s 
involvement in the HYMS PA studies course was discussed. It was decided WL should not interview any 
student he had involvement in teaching, to maintain as a neutral interviewer-interviewee relationship as 
possible and that all transcripts should be independently dual coded to minimise single researcher bias.

Conceptual framework

One could argue pre-existing professional identity theory should be cautiously applied to PA students, 
given no work regarding identity formation within PA students has been done. Overall, medical 
undergraduates operate within a largely similar environment to PA students so it seems likely previous 
literature will be broadly applicable to PA students. Previous literature was used as a broad theoretical 
underpinning to explore the concept of identity formation within student PAs specifically.

Unfortunately, there is no consensus amongst educational researchers as to the most applicable theoretical 
approach to studying professional identity development.31 However several theories are becoming more 
commonly used to detail the nuances of identity development.31 Lave and Wenger’s theory of 
communities of practice and Cruess et al’s process model of socialisation are drawn upon by this work to 
act as sensitising concepts to data analysis. 

Identity involves community membership- individuals define themselves through involvement in a 
‘community of practice’.32 A community of practice is defined as ‘groups of people who share a concern 
or a passion for something they do and learn how to do it better as they interact regularly’,33 with social 
interactions resulting in an individual moving from legitimate peripheral participation to full 
participation.34  Within a community of practice, individuals undergo a process known as socialisation, 
where students ‘learn to function within a… group by internalizing its values and norms’.27 Navigating 
socialisation can be difficult but is necessary to acquire new professional ‘subidentities’, altering one’s 
perception of self and leading to successful function within a new occupational role.31,33 Within 
socialisation, many factors are at work that influence physician identity e.g. role modelling. Cruess et al. 
offer a schematic representation of socialisation and it’s influencing factors in Figure 1, below. 27 These 
factors acted as sensitising concepts for our data analysis.

[Insert Figure 1 here]
 
Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process 
of socialization in identity formation.27

This theoretical framework, detailing how identity is socially situated in its formation and drawing upon 
communities of practice and socialisation theory has been used to act as a sensitising concept for data 
analysis and interpretation throughout this work.

Data collection

Theoretical sampling was utilised, aiming to recruit PA students who had clinical placement experience. 
Given this, all PA students within year one or two of study at HYMS and year two of study at Sheffield 
were invited to interview through the use of email, posters and word of mouth. Participation was 
voluntary, and consenting students contacted the research team by email to organise an appropriate 
interview time.

Two authors (MELB and WL) conducted semi-structured interviews, both face-to-face and distance via 
telephone call, Skype or FaceTime were conducted. Interviews were audio recorded and transcribed 
verbatim.

Demographic information from the participants of this work concerning gender, age, race, ethnicity and 
sexual orientation were collected- recent work has demonstrated that models of professional identity 
formation often do not pay heed to participants’ sociocultural data, generating uncertainty as to whether 
much work into identity formation is applicable to those who do not identify as heterosexual white 
males.35
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Data analysis 

Semi-structured interviews were conducted in line with an iterative approach, with initial question stems 
evolving as data collection and analysis occurred concurrently. All members of the research team engaged 
in discussion throughout the research process to determine when both theoretical sufficiency, the point at 
which no new thematic categories were required to manage new collected data,36 and ‘information 
power’37,38 had been reached. These discussions concluded that all interviews represented an adequate 
sample size that both answered the research questions of this study and allowed for transferability of the 
results to other contexts. 

Grounded theory coding in iterative cycles with constant comparison was conducted by all members of 
the research team, ensuring each transcript was coded by at least two researchers to reduce the impact of 
single researcher bias. Open, focused and theoretical coding were conducted, with memo-writing utilised 
throughout. All members of the research team engaged in a discussion concerning content groupings 
following open coding to ensure internal validity. Final coding was used to generate a conceptual model 
encapsulating student PA occupational identity formation.

Study results were shared with all core PA tutors within HYMS (5 tutors) for validity feedback, as a way 
of triangulating collected data. No feedback was provided that changed the data analysis. 

Results

A total of 19 PA students completed our study, 14 from the Hull York Medical School and 5 from the 
University of Sheffield. Demographic information can be viewed in Table 1.  

[Insert Table 1 here]

Table 1 Participant demographic information

Themes

Preliminary analysis identified 98 descriptive open codes from interview transcripts. These codes were 
organised into three major themes, six sub-themes and the initial descriptive codes collapsed into thirty-
one open codes. These are detailed in Table 2, below.

[Insert Table two here]

Table 2 Major themes, sub-themes and open codes. 

Global theme 1: Recognition

Awareness of the PA role

Recognition of the PA role was identified as an important element of all student PA participants’ 
professional identities. Recognition involved others being aware of the existence and nature of the PA 
role, yet this was often found to be lacking. 

“A lot of people have never heard of us…some people don't have a clue what we're able to do.” 
Participant 2

“I'm yet to come across anyone that actually knows what a PA is so far…”
Participant 5
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In many cases, this resulted in incorrect introductions where PA students would be introduced as an 
alternative role by staff.

“I've definitely had experiences where it's like, ‘oh we'll just call you a medical student’ or ‘we'll 
just call you a trainee doctor’ rather than actually going through what I am.”
Participant 1

“I've been called medical student, doctor, physician's assistant, nurse...”
Participant 11

Students found such incorrect introductions disconcerting and often found the onus on them to explain the 
role. 

“I kind of feel a little bit like a conman…I feel a bit like I'm deceiving people and being a bit of a 
fraud in that sense.”
Participant 1

“Sometimes I will try and help them understand…”
Participant 3

In the face of poor awareness of the PA role, students valued working with both staff with prior exposure 
to PAs and those with open minds. When such positivity was lacking, students felt pressure to prove their 
utility to clinical teams to gain trust.

“I was working with an F1 who trained down in Kent and she's had previous exposure to PAs, 
and she was really positive and really selling the role basically to all the people on the ward.”
Participant 13

“I always feel like I have to sort of give something back to get sort of learning out of it.”
Participant 12

Resistance to the PA role

PA students perceived overwhelmingly negative attitudes towards their role.

“I have noticed there's been times where someone's assumed I'm a medical student or a junior 
doctor and have been really friendly and helpful and then it's almost as if they find out what a 
physician associate is and it switches and they don't really want to talk to me again after that.”
Participant 2

“…they're like 'oh if you're not a medical student it's fine, like, we don't need you'.”
Participant 1

Negativity often took the form of pressure upon students from doctors to consider medicine as a career 
instead of becoming a physician associate.

“…surely the reason you've been chosen as a supervisor is because you're meant to be like 
promoting the role, but he wasn't at all. He was trying to encourage myself and my partner at 
that time, who later left, to apply to do medicine…that was quite off-putting, because I was 
thinking 'oh, what if I didn't choose the right role'…”
Participant 16

Students found negativity difficult to challenge, distressing and commented on the negative impact it had 
on their learning.
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“…I wanted to be professional on placement and continue my learning, so I generally didn't say 
anything back…”
Participant 14

“I remember in first year myself and some of the other students were told by a consultant, 
basically not to give up your day job because the physician associate role's never going to go 
anywhere…that was like quite upsetting to hear that.”
Participant 2

“… it does shut you down and you don't want to be open and learn what you can learn…”
Participant 7

Despite the prevalence of perceived negative attitudes towards student PAs, there has been a recent 
improvement in attitudes students perceive from others, secondary to role familiarity. Yet students often 
drive this attitude change through consistent effort, as opposed to institutions leading the way.

“I think it's kind of changed a bit from the beginning of the course to the end…they got a bit 
used to who we are.”
Participant 11

“I just felt like I had to make a good impression everywhere I went because there were other 
people that were going to follow after me and making that good impression would mean the next 
lot would have it easier.”
Participant 7

Global theme 2: Formation 

Helpful in forming identity

Students identified several influences as being helpful in the formation of their professional identity. 
Clinical exposure, in particular ‘deep end’ service learning and students witnessing their interventions 
making a difference accelerates identity formation.

“…placement is the place where I feel like, there are instances where I go 'yeah, yeah I'm a 
PA'.”
Participant 16

“Certain people will throw you in at the deep end and that was the case on X care at X hospital, 
the consultant was very much using us as extra staff but it worked really well…you had to 
quickly learn…you were very much part of a team and I could see how the PA role fit in.”
Participant 19

“…when you actually do something that makes a change to a patient and you can see that 
change that's when you actually feel like, 'OK I'm the real deal now'.”
Participant 11

Students felt more like PAs when they were given some degree of responsibility or autonomy, preferring 
such independence to be within a supported environment. 

“I was having the responsibility of seeing my own patients …and, it made me think, I'm going to 
be doing this soon in real life and I'm sort of ready to move onto that step now.”
Participant 14

“I think having that independence is definitely good while we're still learning. The pressure isn't 
on you.”
Participant 10
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Students often identified their elective placements as instrumental in shaping them as PAs. Continuity 
was identified as a key reason for this effect, assisting in overcoming role ignorance.

“…during my elective again, I think that was just the biggest because it was five weeks in just 
one area…I was pretty much working at that point and I was just kind of obviously running it 
past people, and I was seeing patients on my own and stuff like that. I think that's when I 
thought, this is kind of me doing the job. I've never had that before.”
Participant 4

“People got a bit more used to us and they started to realize what we could do.”
Participant 11

Resilience was identified by many students as a key part of their professional identity, often borne of 
necessity due to workplace negativity.

“I think my professional identity would have to be quite resilient because of everyone's 
perception of the role.”
Participant 14

Role modelling 

Role modelling was identified as an important factor in shaping student PA professional identity, but 
there were difficulties with this, given the relative scarcity of working PAs. Students found it difficult to 
access role models and lamented the fact they had not had the chance to interact with a qualified PA, 
expressing preference for role models to be PAs themselves, as opposed to doctors.

“…it would be nice to see a physician associate and what they can do.”
Participant 3

“…it was a bit scary not having someone to be like 'well how did you handle this'.”
Participant 10

One way some students attempted to circumvent a lack of role models was through accessing distant PA 
role models, often done via social media.

“…you can just use Twitter or something like that to find them.”
Participant 2

Given such deficiency, students felt pressure to become ambassadors for the PA role. Some found this 
exciting, but others felt the responsibility weighed heavily upon them. 

“…it sort of rang in our heads that we were pioneers, that we had to be out there, no one knew 
about us. It was our job to make them accept us in a certain way. So I felt like a pioneer and 
definitely enjoyed it.”
Participant 7

“I still feel like I'm being watched.”
Participant 16

Global theme 3: Dissonance  

Identity crises 
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Students universally believed they had experienced an ‘identity crisis’ at some point during training. The 
triggers of these crises took many forms such as failure, the burden of course workload and students 
expressing doubts following comparison with medics. 

“I ended up failing that OSCE … that made me question you know, am I actually good at this, 
am I competent to do this.”
Participant 5

“… you sometimes feel like you're held to the same standard as a medical student, if not more, in 
terms of workload and then someone can just undermine you on the spot and be like 'you're not a 
medical student, you can't be my chaperone'.”
Participant 1

“…when you compare the two professions then you think, like one seems to have a much easier 
time of it... being a doctor is a really respected profession, you say you're a doctor and people 
don't argue but you say you’re a physician associate and they're like 'ok, what's that then?', they 
don't necessarily take what you have to say seriously.”
Participant 15

Students expressed identity difficulties early in their training, often within the first year. 

“I think in first year, everything was a bit overwhelming.”
Participant 9

Some students dealt with such crises in a way (e.g. through peer or family support) that negated any 
harmful effects, but, concerningly, others display signs of identity dissonance, where assuming the PA 
role is likened to wearing a mask.

“…it’s kind of like having a mask on.”
Participant 6

PAs on the political agenda

Students voiced concern regarding a lack of progress at a governmental level, with such uncertainty 
identified as negatively impacting upon identity.

“I think one of the things that's quite demoralising is the whole thing about regulation and how 
slow it's been taking. Sometimes you kind of question, 'God, have I made the right decision?'.”
Participant 3

“I just don't know what's going to happen in five years’ time. There is no like model for the next 
five years…no one knows where we'll be working.”
Participant 1

Some students felt so frustrated by this lacking progress that their professional identity already showed 
signs of transformation into the professional identity of a medical student, which is perceived as more 
accessible and progressive than that of a PA’s. 

“I think if an opportunity came up, maybe, not necessarily now but in a couple of years and they 
were like, you can do some sort of conversion course to do medicine, I probably would take it…I 
just do feel like we can't really progress as much as they marketed it because we can't prescribe 
and we're not regulated yet.” 
Participant 11

“I feel like we have so many obstacles in the way, whereas if you were to read medicine they 
wouldn't be there.”
Participant 17
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Others had very clearly already undergone such an identity transformation and admitted to using the PA 
course as a path to medicine. One student even referenced medicine as an ‘upgrade’ to PA studies.

“I'm going to go into medical school after this degree…I do enjoy being a PA…but I do want to 
be able to upgrade… as a doctor you get a chance to progress more.”
Participant 6

The findings of this work have been used to produce a conceptual model (Figure 2) offering initial insight 
into student PA professional identity formation.

[Insert Figure 2 here]

Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. 
There are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs 
can easily find their footing and represents the factors which assist student identity formation. The 
‘hazardous deep’ can easily drown a student, and represents barriers to student identity formation that can 
overwhelm a training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the 
dangers of the deep and represents factors that, depending on context and agency, can either help or harm 
student PA occupational identity formation. 

Discussion

Key messages and suggested actions for educators and policy makers

Message 1: Role recognition is key to community of practice participation and subsequent identity 
formation

Students acknowledge recognition of their role as a student PA as important in the formation of their 
professional identities, yet this was lacking. As evident within this work’s theoretical framework, 
inclusion and active work within a community of practice is essential for robust identity formation.32-34 
Takahashi takes this further and highlights the importance of role recognition within a community of 
practice, stressing that those with strong professional identities hold a ‘well defined status’.36 It is clear 
student PAs struggle acquiring such a status, with supervisors often mislabelling their role and 
introducing student PAs to patients as ‘medical students’. Failure to acquire a well-defined role or status 
within community of practice theory results in individuals remaining on the periphery of their 
community, unable to gain mastery of their profession as their role remains unclear.31,33,37As long as PAs 
remain peripheral to the medical community of practice due to lack of role definition, they will struggle to 
acquire strong professional identities or gain true mastery of their profession. Within wider occupational 
literature this proves damaging, with confusion over role definition leading to worsening morale and self-
esteem within employees.38

Educational institutions must strive to better integrate student PAs into medical communities of practice 
by educating both supervisors of students and the rest of the multidisciplinary team as to the student’s 
current and future role, competencies and learning outcomes. A brief introduction detailing these 
elements to a ward or general practice’s multidisciplinary team, delivered at handover or a practice 
meeting by a student’s clinical supervisor, could go a long way to educating clinical staff regarding the 
PA role. Written information for staff would also prove a useful reference- informational posters or 
pamphlets in staff areas would provide easily accessible information regarding the PA role. 

Nationally, a more vigorous and targeted educational campaign by HEE or the NHS is also necessary to 
improve staff awareness of all roles of the multidisciplinary team. This campaign could take many forms- 
one approach could be the development of a national e-learning package regarding the PA role and 
dissemination of this as required learning to all healthcare professionals. 

Message 2: Negativity persists and damages student identity formation
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There is some evidence PAs encounter mostly positive attitudes whilst at work. In 2012, a survey of UK 
doctors who worked with PAs found that only 3.3% believed having a PA on their team did not work.39 
Yet, there is a greater volume of evidence suggesting PAs encounter negative attitudes in the 
workplace.40,41 

Before the introduction of PAs in the UK, the most recently established role was that of the Advanced 
Nurse Practitioner (ANP).Work assessing barriers to PA introduction found ANPs were concerned PAs 
would encounter stereotyped and prejudiced views, as they had when they were forging their role.42 This 
work is supported by Drennan et al who uncovered largely negative opinions concerning the PAs from 
both senior and junior doctors and nurses.43 Such hostility is likely a form of professional protectionism 
towards a ‘new and potentially competing occupational group’.43 Our work adds contemporary weight to 
the claim negative attitudes regarding PAs exist within the workplace. A novel finding of this work is 
how damaging such negativity is to student PA professional identity formation, promoting identity 
dissonance. 

Educational, medical and national institutions must adopt a firm stance regarding negativity towards the 
PA role and openly confront role negativity. This would send a clear message to students and working 
PAs regarding the value of their role and the support available to them. Ideally, this should be explicitly 
confronted within the first few weeks of the PA course, and certainly before clinical exposure. Advice 
should be offered regarding responding to negativity in the moment, signposting to appropriate student 
support and increasing awareness of any institutional complaint procedures. 

Message 3: Responsibility and clinical continuity facilitate identity formation

Much work has been done within medical undergraduate students investigating factors which encourage 
robust professional identity formation. Factors often cited as helpful include: the availability of mentors 
and role models;24,25 clinical experiences and formal teaching and assessment.44 The present study echoes 
these findings. Further to this, student PAs identified responsibility and autonomy as pivotal in crossing 
the threshold into becoming a PA. 

Within medicine, a student also sensing their responsibility and continuity of clinical exposure are both 
key to students identifying as belonging to a particular community.45 This resonates with our findings. 
Continuity of clinical environment may be difficult to obtain, given student PAs require generalist 
training within a relatively short time frame. Solutions to this problem are not likely to be easy or without 
significant cost but could greatly impact upon student learning and identity formation. Addressing 
continuity is key as continuity of placement facilitates staff trust in students and increases the likelihood 
of staff providing students with a greater degree of responsibility. 

Message 4: PA role models are lacking, causing student PAs to model themselves upon medical doctors.

Role modelling was mentioned frequently within interviews with student PAs. Although the bulk of 
previous literature portrays role modelling as a factor helpful in professional identity formation,26,27,32 
student PAs were not as convinced. Granted, they felt the lack of PA role models and acknowledged this 
deficiency made acquiring a professional identity more difficult, yet the role models currently available to 
student PAs have done their professional identities more harm than good. Access to purely physician role 
models has caused some student PAs to begin to think, act and feel like a doctor, not a PA. This may 
explain why so many students in our work were considering training as a doctor after their PA course 
ended. 

Institutions must actively recruit working PAs to teach on their PA studies courses, even if said working 
PAs are perceived as still being relatively junior. In time, as the quantity of working PAs increases, PA 
studies courses should be mostly led and taught by PAs. Alternatively, bringing working PAs to 
institutions for regular question and answer/information sessions or utilising social media to signpost and 
encourage online access of PA role models may prove helpful. 

Message 5: Identity dissonance is prevalent and exacerbated by career uncertainty 
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Despite emerging awareness of factors influencing professional identity development, university students 
often struggle to develop robust professional identities, suffering emotional distress at the hands of a 
concept known as negative ‘identity dissonance’.46 When personal and professional identities fail to 
integrate, students feel as though they are ‘losing themselves’.47,48 

Within medical students, identity dissonance leads to higher rates of drop out and reduced career 
success.[48] Student PAs display signs of such dissonance - all participants admitted to experiencing an 
‘identity crisis’, often at an early stage of their training. Students manifest identity dissonance by 
distancing themselves from the PA role to maintain their sense of self, referring to the role as a ‘mask’, or 
by failing to acquire a professional identity as a PA, instead being content to be mislabelled as a medical 
student. Referencing PA identity as a ’mask’ could also be a way of students expressing feelings of 
‘imposter syndrome’. Within ‘imposter syndrome’, individuals feel unworthy of the praise they receive 
‘because they do not believe they have earned such recognition… causing… anxiety and stress’.49 

This study is the first documented evidence of identity dissonance within Physician Associate students. 
Furthermore, a novel finding of this work is the damaging effect identity dissonance has upon student 
learning- the ‘mask’ of imposter syndrome is a barrier to full student engagement and immersion within 
situated learning environments.

Identity dissonance and imposter syndrome are worsened by the career and political uncertainty 
surrounding the PA role. Mentioned frequently were concerns over the lack of standardized professional 
regulation, and the negative impact this had on student identity. Christmas postulates professional 
regulation offers a sense of identity through alignment with a wider community of professionals.50 
Statutory regulation is on the horizon and this will likely positively influence PA occupational identity. 
Still, educational institutions would do well to honestly address student concern and fears regarding 
career progression and development. Nationally, clarity regarding PA career paths and progression is 
desperately needed from HEE to improve PA career satisfaction and future role retention.

Limitations

It is important to consider the limitations of this work. Context must be carefully considered throughout - 
the two institutions studied operate using different curricula and provide varying degrees of clinical 
exposure. Given that clinical experience within a community of practice is considered key to medical 
identity formation,27 this variable exposure is likely to have had an effect upon students that we are 
unable to fully dissect without further study. 

Another contextual limitation concerns the localities studied. At the time of this study, HYMS was in its 
third year of operating a PA studies course, with Sheffield in its fourth year. Given this novelty, the 
amount of PA graduates practicing within the study region is likely to be limited, meaning this study’s 
results must be interpreted within the context of a PA-naïve area. It could prove difficult to fully 
extrapolate these findings to an area in which PA practice is more well established, and further work 
should focus on student PA identity formation within a wider variety of national and international 
localities. Despite this, this work still holds relevance, both for many areas within the UK, and 
internationally, particularly in areas still establishing the PA role. We do feel our findings and practice 
recommendations are also transferable in a broader sense and could apply to any new establishing role, 
particularly within healthcare. 

The final considered limitation of this work concerns the demographics of the student population studied. 
There is a higher proportion of female participants which could act as a confounding factor- some of our 
findings could be borne of gender, not role, bias. Despite this, the gender balance of this work is 
representative of the female predominance present within PA studies,51 creating transferable results. It 
would be almost impossible and, indeed, fairly artificial to dissect out gender and role bias within this 
context. Instead, an intersectional approach is more appropriate, considering the possibility of gender bias 
acting alongside the profession bias this work has demonstrated.

Directions for future research
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Novel findings warranting further research from this work include: the function of role modelling within 
PA students; identity dissonance within PAs including long term evaluation of the effects of this upon 
students; and the finding that many PA students identify more with doctors, giving rise to a desire to 
subsequently train as a physician. As the number of PAs in the UK NHS grows there will be further 
opportunities to evaluate the influence of training and workplace experiences on occupational identity, 
and how these impact job satisfaction, recruitment and retention. Ongoing evaluation of PA experiences 
regarding their identity development will add further depth to the conceptual model presented by this 
work and ensure support for PA identity development tackles current issues and enhances supportive 
factors.

Conclusions

This is the first in-depth qualitative study to focus on UK student PA professional identity formation. 
Whilst the perception of PAs within the workplace is improving, secondary to role familiarity, students 
continue to experience negativity directed at their position as training PAs, proving harmful to identity 
formation. Student PAs identified several factors as instrumental in acquiring a strong professional 
identity, including clinical exposure including adequate continuity. Despite this, a lack of focus on PA 
identity formation has allowed harmful influences to propagate without intervention, such as ignorance 
and negativity from staff regarding the role. Early intervention is key- most students suffer ‘identity 
crises’ early within training that can progress to identity dissonance if no support is offered. Educators 
must act to continue to support the ‘safe shore’ identity facilitators and intervene in the ways detailed 
above to make the ‘uncertain shallows’ and ‘hazardous deep’ of identity formation safer for student PAs 
to navigate.

PAs are a key component of HEEs plans for the UK health workforce strategy. However, unless this 
emerging professional group form a healthy and coherent identity, long term, recruitment, retention and 
workplace effectiveness are likely to suffer. This could damage the potential of PAs to substantially 
contribute to ameliorating the effects of acute medical staff shortages in many specialties and 
geographical areas served by the UK NHS.   
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Table 1 Participant demographic information 
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Table 2 Major themes, sub-themes and open codes. 
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Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process of 
socialization in identity formation. 

Page 21 of 24

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

 

Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. There 
are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs can easily 
find their footing and represents the factors which assist student identity formation. The ‘hazardous deep’ 
can easily drown a student, and represents barriers to student identity formation that can overwhelm a 

training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the dangers of the 
deep and represents factors that, depending on context and agency, can either help or harm student PA 

occupational identity formation. 
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Abstract:

Objective
To explore student Physician Associates’ experiences of clinical training to ascertain the process of their 
occupational identity formation.

Setting
The role of the Physician Associate (PA) is relatively new within the United Kingdom (UK). There has 
been a rapid expansion in training places driven by National Health Service (NHS) workforce shortages, 
with the Department of Health recently announcing plans for the General Medical Council to statutorily 
regulate PAs. Given such recent changes and the relative newness of their role, PAs are currently 
establishing their occupational identity. Within adjacent fields, robust identity development improves 
wellbeing and career success. Thus, there are implications for recruitment, retention and workplace 
performance. This qualitative study analyses the views of student PAs to ascertain the process of PA 
occupational identity formation through the use of one-to-one semi-structured interviews. A constructivist 
grounded theory approach to data analysis was taken. Research was informed by communities of practice 
and socialisation theory.

Participants
A theoretical sample of 19 PA students from two UK medical schools offering post-graduate PA studies 
courses.

Results
A conceptual model detailing student PA identity formation is proposed. Factors facilitating identity 
formation include clinical exposure and continuity. Barriers to identity formation include ignorance and 
negativity regarding the PA role. Difficulties navigating identity formation and lacking support resulted in 
identity dissonance.

Conclusions
Although similarities exist between PA and medical student identity formation, unique challenges exist 
for student PAs. These include navigating a new role and poor access to PA role models. Given this, PA 
students are turning to medicine for their identity. Educators must provide support for student PA identity 
development in line with this work’s recommendations. Such support is likely to improve the job 
satisfaction and retention of PAs within the UK NHS.

Article summary

Strengths and limitations of this study

 This is the first research article to offer an in-depth exploration of professional identity formation 
within UK PA students.

 A qualitative, constructivist approach has generated detailed data that has allowed us to craft a 
conceptual model describing the key influencing factors upon student PA identity formation.

 The PA role is still being established in the UK- this context could limit the transferability of our 
findings but this work remains relevant as the role is establishes in other countries internationally 
and in acting as a benchmark for future UK student PA identity research.

 The number of participants from each institution was not equal: n=14 from institution one, n=5 
from institution two- given this, some student experiences may be institutionally specific and 
future work should focus on wider national and international recruitment of PA students to refine 
the conceptual model proposed by this work.  

 There is a predominance of female participants (M:F 5:14) which limit result transferability to 
male students, although this balance is representative of the female predominance within PA 
studies.
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Introduction

The role and purpose of the Physician Associate 

The role of the Physician Associate (PA), although well established in some countries (where it is referred 
to as a ‘Physician Assistant’), is still in its infancy within the UK. The UK PA role was modelled upon 
the Physician Assistant role that has been established for over 50 years within the United States (US).1 
UK PAs are ‘new healthcare professional[s] who, while not doctor[s], work to the medical model, with 
the attitudes, skills and knowledge base to deliver… care and treatment within the general 
medical/general practice team under defined levels of supervision’.2 Supervision should be directly 
provided by a licensed physician.3 Working PAs support doctors in the diagnosis and management of 
patients through history taking, performing clinical examinations, formulating differential diagnoses, 
ordering and analysing test results, and developing and implementing management plans.3 Training as a 
PA is a graduate endeavour,4 with student PAs generally holding an undergraduate biomedical science 
degree. Student PAs are trained in a ‘medical model’, ‘focus[ing] principally on general adult medicine in 
hospital and general practice, rather than specialty care’.5,6 PA courses last a minimum of 3600 hours over 
two years, with hours being equally split between medical theory and clinical practice.3 

The expansion of the UK PA workforce has been driven by an urgent need to address medical workforce 
shortages, particularly of doctors, within the NHS. The research arm of the NHS, the National Institute of 
Health Research (NIHR) has funded two seminal studies on the contribution of PAs in primary care 7 and 
acute secondary care.8 The studies showed PAs were acceptable to patients and likely to be cost-effective 
in these settings,7,8 increasing the capacity and continuity of patient care.9 In 2016 there were 260 PAs and 
550 PA students across England and Scotland 6 with 1000 more PAs promised by the Secretary of State 
for Health within general practice by 2020/21.10 Although PA training places are increasing, this 
recruitment target for general practice looks to be overly optimistic- in March 2019, there were 194 PAs 
working in general practice (167 full-time equivalent or FTE PAs) and, although an additional 97 FTE 
PAs were employed between 2018 and 2019, this figure and pattern of growth will likely still fall short of 
governmental targets.11 Although PA training places are increasing, 72% of qualified PAs still work 
within secondary care.12 

Despite such rapid expansion in deployment, PAs are struggling to establish their role as a core 
constituent of the multidisciplinary team. Within the UK, PAs are classed as a profession (albeit a new 
one), as there are no legal requirements as to the definition of a profession in the UK, and new healthcare 
professions establish themselves through role creation practice. The UK legal system does, however, 
draw distinctions between unregulated and regulated professions, with regulated professions requiring 
individuals to register with a designated authority, so the individual can be evaluated as to whether they 
are competent and qualified enough to practice safely.13 

PAs are not yet statutorily regulated within the UK, but this seems likely to change soon,14 with recent 
news breaking that the UK General Medical Council (GMC), the regulator of medical doctors, has been 
asked by the Department of Health to regulate PAs.15 Statutory regulation through the GMC would mean 
UK-based PAs could expand their occupational capabilities. Currently, PAs cannot obtain qualifications 
that would enable them to prescribe medication or ionising radiation, but statutory regulation is likely to 
pave the way to such rights.4 

Even with possible regulatory changes, PAs, and the systems in which they work, are still trying to 
establish PAs as core team members. This involves PAs navigating the development of their new 
profession’s occupational identity. Health Education England (HEE) have recognized this as a potentially 
difficult area to navigate and are currently working to ‘develop a career framework and professional 
identity’ for PAs.16 

Further investigation regarding PA professional identity is crucial. Medical professional identity 
formation is described as ‘the foundational process one experiences during the transformation from lay 
person to physician’ and concerns education regarding the ‘core values’ healthcare professionals.17 A 
strong sense of identity enables healthcare professionals to ‘practice with confidence…convincing others 
of their practical abilities’.18 Indeed, acquiring a strong professional identity has even been found to 
protect against burnout19 and ultimately enhance career success.20
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However, almost all data on how clinicians form their professional identity has been focused within the 
domain of medical undergraduate students.17,21-27 Traditionally, the field of medicine ‘has been referred to 
as the very embodiment of the concept of professional identity’28 with doctors ‘being treated as the 
archetypal health care profession.’29 Doctors as a universal standard for professional identity development 
within healthcare risks a ‘one size fits all’ model of identity development, particularly when you consider 
that PA students are different from undergraduate medical students in regards to their training and 
emerging role. Yet, while using doctor-based models risks harm in encouraging student PA identity 
development, there are no published papers to date examining professional identity formation within UK 
PA students. Even internationally, work investigating student PA identity is sparse. Early work from 
establishing the Physician Assistant role in the US details the difficulties and conflict Physician Assistants 
sometimes faced in positioning themselves within the medical hierarchy, hinting that such positioning 
influences identity formation, with conflict acting as a negative influence.30 Despite this, to the authors’ 
best knowledge, detailed work is yet to be published studying identity formation within the development 
of the PA role on an international or national stage.

As such, new, exploratory models for professional identity formation within student PAs warrant further 
investigation. The central research question of this work regards identifying the process of occupational 
identity formation within physician associate students, focusing on factors that they identify as facilitating 
or obstructing identity development. It is hoped research within this area will generate both 
recommendations for educators regarding supporting student PA identity development, and 
recommendations for HEE regarding developing a career framework and national identity template for 
PAs.

Materials and methods

Context

Institutional ethical approval was granted prior to data collection. The context of this study was two 
postgraduate Physician Associate studies courses- one at the Hull York Medical School (HYMS) and one 
at the University of Sheffield. PA studies courses at both institutions are operated as part of the medical 
school, although remain distinct from the medical undergraduate degrees. For admission onto both 
courses, applicants must hold a degree in a life or health science (typically in a biomedical science) and 
preferably have some form of prior healthcare experience. Both institutions are based in medium-sized 
urban cities, but clinical placements include postings in more rural surrounding areas. HYMS holds 
training places for 30 student PAs each intake, with Sheffield holding 20 training places. At the time of 
this study (data were collected 2018-19), the course at HYMS was in its third year of operation, with 
Sheffield in its fourth year. Given this, both areas are relatively ‘PA naïve’, in that associated hospitals 
and general practice surgeries are only just beginning to employ PAs in practice. 

Study Design and conceptual framework

Working within a constructivist paradigm, we acknowledge that we, as researchers, play an active role in 
data analysis and theory generation. As such, it is important to detail our backgrounds to allow for 
interpretation of our study conclusions. All researchers are medical education researchers. One researcher 
is a professor of medical education (GMF) and three researchers are qualified clinicians (MELB, PAT, 
WL). One researcher is a clinical education tutor on the HYMS PA studies course (WL). Operating 
within a constructivist paradigm we recognise there is no one single reality or objective truth- instead, 
multiple realities exist that are created by individuals within social settings.31

This work undertook inductive qualitative study. The methodology selected for use was constructivist 
grounded theory.32,33 Background literature was read throughout this work to generate a conceptual 
framework in which generated categories were able to be situated. This conceptual framework is detailed 
below.

All researchers reflected upon their own biases and preconceptions and engaged in a group discussion 
concerning reflexivity to consider their own perspectives in more detail. Within this discussion, WL’s 
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involvement in the HYMS PA studies course was discussed. It was decided WL should not interview any 
student he had involvement in teaching, to maintain as a neutral interviewer-interviewee relationship as 
possible and that all transcripts should be independently dual coded to minimise single researcher bias.

Conceptual framework

Pre-existing professional identity theory should be cautiously applied to PA students, given no work 
regarding identity formation within PA students has been done. Although medical undergraduates operate 
within a largely similar environment to PA students, there are significant differences between medical 
students and PA students including differences in clinical experience, age, maturity and career choice. It 
remains unclear whether the bulk of pre-existing identity literature adequately reflects the development 
process and experience of student PAs. Difference also exists in that student PAs may enrol in their 
studies with an already well developed previous clinical identity (e.g. as a nurse or paramedic) due to 
entry requirements of the course often stipulating the need for clinical experience. Unlike medical 
students, student PAs may undergo a process of identity transformation that involves moving from one 
well established identity to another, as opposed to forming a professional identity on a largely blank 
professional canvas. Considering all this, previous literature was used as a broad theoretical underpinning 
to explore the concept of identity formation within student PAs more specifically. Identity literature 
regarding the transformation of professional identity from one profession to another was also sought.

Unfortunately, there is no consensus amongst educational researchers as to the most applicable theoretical 
approach to studying professional identity development.34 However several theories are becoming more 
commonly used to detail the nuances of identity development.34 Lave and Wenger’s theory of 
communities of practice and Cruess et al’s process model of socialisation are drawn upon by this work to 
act as sensitising concepts to data analysis. 

Identity involves community membership- individuals define themselves through involvement in a 
‘community of practice’.35 A community of practice is defined as ‘groups of people who share a concern 
or a passion for something they do and learn how to do it better as they interact regularly’,36 with social 
interactions resulting in an individual moving from legitimate peripheral participation to full 
participation.37 Within a community of practice, individuals undergo a process known as socialisation, 
where students ‘learn to function within a… group by internalizing its values and norms’.29 Navigating 
socialisation can be difficult but is necessary to acquire new professional ‘subidentities’, altering one’s 
perception of self and leading to successful function within a new occupational role.34,36 Regarding 
identity transformation from one occupation to another, work within other occupations has demonstrated 
that, in order to acquire a robust professional identity within a new career field, various previous identities 
require reconciliation and integration into one’s new identity.38 Such reconciliation occurs within 
communities of practice- as students move from novice to expert, their new ‘subidentities’ change their 
self-perception34,36 and, with this sometimes difficult change, comes re-evaluation of previously held 
identities.38 

Within socialisation, many factors are at work that influence physician identity e.g. role modelling. 
Cruess et al. offer a schematic representation of socialisation and it’s influencing factors in Figure 1, 
below. 29 These factors acted as sensitising concepts for our data analysis.

[Insert Figure 1 and legend here]
 

This theoretical framework, detailing how identity is socially situated in its formation and drawing upon 
communities of practice and socialisation theory has been used to act as a sensitising concept for data 
analysis and interpretation throughout this work.

Data collection

Theoretical sampling was utilised, aiming to recruit PA students who had clinical placement experience. 
Given this, all PA students within year one or two of study at HYMS and year two of study at Sheffield 
were invited to interview through the use of email, posters and word of mouth. Participation was 
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voluntary, and consenting students contacted the research team by email to organise an appropriate 
interview time.

Two authors (MELB and WL) conducted semi-structured interviews, both face-to-face and distance via 
telephone call, Skype or FaceTime were conducted. Interviews were audio recorded and transcribed 
verbatim.

Demographic information from the participants of this work concerning gender, age, race, ethnicity and 
sexual orientation were collected- recent work has demonstrated that models of professional identity 
formation often do not pay heed to participants’ sociocultural data, generating uncertainty as to whether 
much work into identity formation is applicable to those who do not identify as heterosexual white 
males.39

Data analysis 

Semi-structured interviews were conducted in line with an iterative approach, with initial question stems 
(see supplementary table 1) evolving as data collection and analysis occurred concurrently. All members 
of the research team engaged in discussion throughout the research process to determine when both 
theoretical sufficiency, the point at which no new thematic categories were required to manage new 
collected data,40 and ‘information power’41,42 had been reached. These discussions concluded that all 
interviews represented an adequate sample size that both answered the research questions of this study 
and allowed for transferability of the results to other contexts. 

Grounded theory coding in iterative cycles with constant comparison was conducted by all members of 
the research team, ensuring each transcript was coded by at least two researchers to reduce the impact of 
single researcher bias. Open, focused and theoretical coding were conducted, with memo-writing utilised 
throughout. All members of the research team engaged in a discussion concerning content groupings 
following open coding to ensure internal validity. Final coding was used to generate a conceptual model 
encapsulating student PA occupational identity formation.

Study results were shared with all core PA tutors within HYMS (5 tutors) for validity feedback, as a way 
of triangulating collected data. No feedback was provided that changed the data analysis. 

Results

A total of 19 PA students completed our study, 14 from the Hull York Medical School and 5 from the 
University of Sheffield. Demographic information can be viewed in Table 1.  

Gender Age Sexual orientation Ethnicity Prior healthcare  
occupational 
experience?

M:F 5:14 Range: 22-32

Mean age 25

Heterosexual or 
straight: 18

Gay: 1

White British:14

Black British: 1

Black African: 1

Mixed ethnicity: 3

Y:N 9:8

Most common job 
role: healthcare 
assistant 

Table 1 Participant demographic information

Themes

Preliminary analysis identified 98 descriptive open codes from interview transcripts. These codes were 
organised into three major themes, six sub-themes and the initial descriptive codes collapsed into thirty-
one open codes. These are detailed in Table 2, below.
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Major themes:   Recognition Formation Dissonance 

  

Sub-theme 1: Awareness of the PA role Helpful in forming identity Identity crises 

  

Open codes: Role ignorance Peer support Emotional situations

Documentary delays PA faculty Failing

Proving utility to gain trust Clinical exposure Workload

Open minded staff Responsibility/autonomy Comparison with medics

Incorrect introductions Continuity Work environment 

Treated as medical students Resilience

Making a difference  

Sub-theme 2: Resistance to the PA role Role modelling  PAs on the political agenda

 

Open codes: Negative staff perceptions Being an ambassador  Competition from medics

Distress at role aversion Distant role models  Place for role

 Negativity affects learning Doctors as role models  A path to medicine

 Lack of role models  Governmental support

  

Table 2 Major themes, sub-themes and open codes. 

Global theme 1: Recognition

Awareness of the PA role

Recognition of the PA role was identified as an important element of all student PA participants’ 
professional identities. Recognition involved others being aware of the existence and nature of the PA 
role, yet this was often found to be lacking. 

“A lot of people have never heard of us…some people don't have a clue what we're able to do.” 
Participant 2

“I'm yet to come across anyone that actually knows what a PA is so far…”
Participant 5

In many cases, this resulted in incorrect introductions where PA students would be introduced as an 
alternative role by staff.

“I've definitely had experiences where it's like, ‘oh we'll just call you a medical student’ or ‘we'll 
just call you a trainee doctor’ rather than actually going through what I am.”
Participant 1

“I've been called medical student, doctor, physician's assistant, nurse...”
Participant 11

Students found such incorrect introductions disconcerting and often found the onus on them to explain the 
role. 
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“I kind of feel a little bit like a conman…I feel a bit like I'm deceiving people and being a bit of a 
fraud in that sense.”
Participant 1

“Sometimes I will try and help them understand…”
Participant 3

In the face of poor awareness of the PA role, students valued working with both staff with prior exposure 
to PAs and those with open minds. When such positivity was lacking, students felt pressure to prove their 
utility to clinical teams to gain trust.

“I was working with an F1 who trained down in Kent and she's had previous exposure to PAs, 
and she was really positive and really selling the role basically to all the people on the ward.”
Participant 13

“I always feel like I have to sort of give something back to get sort of learning out of it.”
Participant 12

Resistance to the PA role

PA students perceived overwhelmingly negative attitudes towards their role.

“I have noticed there's been times where someone's assumed I'm a medical student or a junior 
doctor and have been really friendly and helpful and then it's almost as if they find out what a 
physician associate is and it switches and they don't really want to talk to me again after that.”
Participant 2

“…they're like 'oh if you're not a medical student it's fine, like, we don't need you'.”
Participant 1

Negativity often took the form of pressure upon students from doctors to consider medicine as a career 
instead of becoming a physician associate.

“…surely the reason you've been chosen as a supervisor is because you're meant to be like 
promoting the role, but he wasn't at all. He was trying to encourage myself and my partner at 
that time, who later left, to apply to do medicine…that was quite off-putting, because I was 
thinking 'oh, what if I didn't choose the right role'…”
Participant 16

Students found negativity difficult to challenge, distressing and commented on the negative impact it had 
on their learning.

“…I wanted to be professional on placement and continue my learning, so I generally didn't say 
anything back…”
Participant 14

“I remember in first year myself and some of the other students were told by a consultant, 
basically not to give up your day job because the physician associate role's never going to go 
anywhere…that was like quite upsetting to hear that.”
Participant 2

“… it does shut you down and you don't want to be open and learn what you can learn…”
Participant 7
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Despite the prevalence of perceived negative attitudes towards student PAs, there has been a recent 
improvement in attitudes students perceive from others, secondary to role familiarity. Yet students often 
drive this attitude change through consistent effort, as opposed to institutions leading the way.

“I think it's kind of changed a bit from the beginning of the course to the end…they got a bit 
used to who we are.”
Participant 11

“I just felt like I had to make a good impression everywhere I went because there were other 
people that were going to follow after me and making that good impression would mean the next 
lot would have it easier.”
Participant 7

Global theme 2: Formation 

Helpful in forming identity

Students identified several influences as being helpful in the formation of their professional identity. 
Clinical exposure, in particular ‘deep end’ service learning and students witnessing their interventions 
making a difference accelerates identity formation.

“…placement is the place where I feel like, there are instances where I go 'yeah, yeah I'm a 
PA'.”
Participant 16

“Certain people will throw you in at the deep end and that was the case on X care at X hospital, 
the consultant was very much using us as extra staff but it worked really well…you had to 
quickly learn…you were very much part of a team and I could see how the PA role fit in.”
Participant 19

“…when you actually do something that makes a change to a patient and you can see that 
change that's when you actually feel like, 'OK I'm the real deal now'.”
Participant 11

Students felt more like PAs when they were given some degree of responsibility or autonomy, preferring 
such independence to be within a supported environment. 

“I was having the responsibility of seeing my own patients …and, it made me think, I'm going to 
be doing this soon in real life and I'm sort of ready to move onto that step now.”
Participant 14

“I think having that independence is definitely good while we're still learning. The pressure isn't 
on you.”
Participant 10

Students often identified their elective placements as instrumental in shaping them as PAs. Continuity 
was identified as a key reason for this effect, assisting in overcoming role ignorance.

“…during my elective again, I think that was just the biggest because it was five weeks in just 
one area…I was pretty much working at that point and I was just kind of obviously running it 
past people, and I was seeing patients on my own and stuff like that. I think that's when I 
thought, this is kind of me doing the job. I've never had that before.”
Participant 4

“People got a bit more used to us and they started to realize what we could do.”
Participant 11
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Resilience was identified by many students as a key part of their professional identity, often borne of 
necessity due to workplace negativity.

“I think my professional identity would have to be quite resilient because of everyone's 
perception of the role.”
Participant 14

Role modelling 

Role modelling was identified as an important factor in shaping student PA professional identity, but 
there were difficulties with this, given the relative scarcity of working PAs. Students found it difficult to 
access role models and lamented the fact they had not had the chance to interact with a qualified PA, 
expressing preference for role models to be PAs themselves, as opposed to doctors.

“…it would be nice to see a physician associate and what they can do.”
Participant 3

“…it was a bit scary not having someone to be like 'well how did you handle this'.”
Participant 10

One way some students attempted to circumvent a lack of role models was through accessing distant PA 
role models, often done via social media.

“…you can just use Twitter or something like that to find them.”
Participant 2

Given such deficiency, students felt pressure to become ambassadors for the PA role. Some found this 
exciting, but others felt the responsibility weighed heavily upon them. 

“…it sort of rang in our heads that we were pioneers, that we had to be out there, no one knew 
about us. It was our job to make them accept us in a certain way. So I felt like a pioneer and 
definitely enjoyed it.”
Participant 7

“I still feel like I'm being watched.”
Participant 16

In the face of this deficiency, some students gravitated towards using doctors as role models, and had begun 
to identify more with the medical profession than with PAs.

“…we can view doctors as role models.”
Participant 8

“I plan on going to med school, yeah… what PAs do is similar to foundation doctors but then like 
the progression is not there…. as I’ve gone on and seen doctors working and, um, seen that 
responsibility and autonomy, it’s something I want too”.
Participant 18

Global theme 3: Dissonance  

Identity crises 

Students universally believed they had experienced an ‘identity crisis’ at some point during training. The 
triggers of these crises took many forms such as failure, the burden of course workload and students 
expressing doubts following comparison with medics. 
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“I ended up failing that OSCE … that made me question you know, am I actually good at this, 
am I competent to do this.”
Participant 5

“… you sometimes feel like you're held to the same standard as a medical student, if not more, in 
terms of workload and then someone can just undermine you on the spot and be like 'you're not a 
medical student, you can't be my chaperone'.”
Participant 1

“…when you compare the two professions then you think, like one seems to have a much easier 
time of it... being a doctor is a really respected profession, you say you're a doctor and people 
don't argue but you say you’re a physician associate and they're like 'ok, what's that then?', they 
don't necessarily take what you have to say seriously.”
Participant 15

Students expressed identity difficulties early in their training, often within the first year. 

“I think in first year; everything was a bit overwhelming... I was second guessing or doubting 
myself. So that was my problem at first, I had so much doubt in everything I was doing… having 
sleepless nights whether I’ve actually done the right thing… signing up.”
Participant 9

Several students dealt with such crises in a way (e.g. through peer or family support) that negated any 
harmful effects, but, concerningly, over half of the participants displayed signs of identity dissonance, 
where assuming the PA role was often likened to wearing a mask. Students portrayed these feelings as 
sustained and unresolved- resolution of identity difficulty was not described by any participants 
displaying signs of identity dissonance.  

“…it’s kind of like having a mask on.”
Participant 6

“…sometimes I feel like I have to put a good face on it all when I’m out on the wards, like… 
almost like I have to step into that PA role, it’s not natural… when I put the lanyard and badge 
and stuff on it’s like putting on a mask.”
Participant 8

PAs on the political agenda

Students voiced concern regarding a lack of progress at a governmental level, with such uncertainty 
identified as negatively impacting upon identity.

“I think one of the things that's quite demoralising is the whole thing about regulation and how 
slow it's been taking. Sometimes you kind of question, 'God, have I made the right decision?'.”
Participant 3

“I just don't know what's going to happen in five years’ time. There is no like model for the next 
five years…no one knows where we'll be working.”
Participant 1

Some students felt so frustrated by this lacking progress that their professional identity already showed 
signs of transformation into the professional identity of a medical student, which is perceived as more 
accessible and progressive than that of a PA’s. 

“I think if an opportunity came up, maybe, not necessarily now but in a couple of years and they 
were like, you can do some sort of conversion course to do medicine, I probably would take it…I 
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just do feel like we can't really progress as much as they marketed it because we can't prescribe 
and we're not regulated yet.” 
Participant 11

“I feel like we have so many obstacles in the way, whereas if you were to read medicine they 
wouldn't be there.”
Participant 17

Others had very clearly already undergone such an identity transformation and admitted to using the PA 
course as a path to medicine. One student even referenced medicine as an ‘upgrade’ to PA studies.

“I'm going to go into medical school after this degree…I do enjoy being a PA…but I do want to 
be able to upgrade… as a doctor you get a chance to progress more.”
Participant 6

The findings of this work have been used to produce a conceptual model (Figure 2) offering initial insight 
into student PA professional identity formation.

[Insert Figure 2 and legend here]

Discussion

Key messages and suggested actions for educators and policy makers

Message 1: Role recognition is key to community of practice participation and subsequent identity 
formation

Students acknowledge recognition of their role as a student PA as important in the formation of their 
professional identities, yet this was lacking. As evident within this work’s theoretical framework, 
inclusion and active work within a community of practice is essential for robust identity formation.35-37 
Takahashi takes this further and highlights the importance of role recognition within a community of 
practice, stressing that those with strong professional identities hold a ‘well defined status’.40 It is clear 
student PAs struggle acquiring such a status, with supervisors often mislabelling their role and 
introducing student PAs to patients as ‘medical students’. Failure to acquire a well-defined role or status 
within community of practice theory results in individuals remaining on the periphery of their 
community, unable to gain mastery of their profession as their role remains unclear.34,36,41As long as PAs 
remain peripheral to the medical community of practice due to lack of role definition, they will struggle to 
acquire strong professional identities or gain true mastery of their profession. Within wider occupational 
literature this proves damaging, with confusion over role definition leading to worsening morale and self-
esteem within employees.42

Educational institutions must strive to better integrate student PAs into medical communities of practice 
by educating both supervisors of students and the rest of the multidisciplinary team as to the student’s 
current and future role, competencies and learning outcomes. A brief introduction detailing these 
elements to a ward or general practice’s multidisciplinary team, delivered at handover or a practice 
meeting by a student’s clinical supervisor, could go a long way to educating clinical staff regarding the 
PA role. Written information for staff would also prove a useful reference- informational posters or 
pamphlets in staff areas would provide easily accessible information regarding the PA role. 

Nationally, a more vigorous and targeted educational campaign by HEE or the NHS is also necessary to 
improve staff awareness of all roles of the multidisciplinary team. This campaign could take many forms- 
one approach could be the development of a national e-learning package regarding the PA role and 
dissemination of this as required learning to all healthcare professionals. 

Message 2: Negativity persists and damages student identity formation
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There is some evidence PAs encounter mostly positive attitudes whilst at work. In 2012, a survey of UK 
doctors who worked with PAs found that only 3.3% believed having a PA on their team did not work.43 
However, this survey was conducted with doctors working directly with PAs on a regular basis and so 
must be interpreted within this context, understanding that exposure and awareness could impact 
perceptions. As PAs are still a relative minority within the workplace nationally, demonstrating largely 
positive attitudes through such work is likely not truly representative of wider occupational attitudes 
towards PAs.  

Overall, there is a greater volume of evidence suggesting PAs encounter negative attitudes in the 
workplace.44,45 In this context, negative attitudes are defined as the perception of another’s viewpoint 
from hostile comments or actions made within the workplace.46 Before the introduction of PAs in the UK, 
the most recently established role was that of the Advanced Nurse Practitioner (ANP).Work assessing 
barriers to PA introduction found ANPs were concerned PAs would encounter stereotyped and prejudiced 
views, as they had when they were forging their role with staff not used to working with ANPs.47 This 
work is supported by Drennan et al who uncovered largely negative opinions concerning the PAs from 
both senior and junior doctors and nurses with a variety of exposure to working PAs, ranging from no to 
regular contact.46 Such hostility is likely a form of professional protectionism towards a ‘new and 
potentially competing occupational group’.47 However, Drennan et al’s work must be interpreted 
cautiously- it is not clear within their work which participant quotes come from those with exposure to the 
role and which do not and, as such, the nature of these negative attitudes is difficult to discern. Despite 
this, our work adds contemporary weight to the claim negative attitudes regarding PAs exist within the 
workplace from a variety of healthcare professionals, although negativity from senior medical staff was 
most frequently described. Students most frequently portray such attitudes as coming from those with 
little to no previous experience of working directly with PAs. A novel finding of this work is how 
damaging such negativity is to student PA professional identity formation, promoting identity dissonance. 

Educational, medical and national institutions must adopt a firm stance regarding negativity towards the 
PA role and openly confront role negativity. This would send a clear message to students and working 
PAs regarding the value of their role and the support available to them. Ideally, this should be explicitly 
confronted within the first few weeks of the PA course, and certainly before clinical exposure. Advice 
should be offered regarding responding to negativity in the moment, signposting to appropriate student 
support and increasing awareness of any institutional complaint procedures. 

Message 3: Responsibility and clinical continuity facilitate identity formation

Much work has been done within medical undergraduate students investigating factors which encourage 
robust professional identity formation. Factors often cited as helpful include: the availability of mentors 
and role models;26,27 clinical experiences and formal teaching and assessment.48 The present study echoes 
these findings. Further to this, student PAs identified responsibility and autonomy as pivotal in crossing 
the threshold into becoming a PA. 

Within medicine, a student also sensing their responsibility and continuity of clinical exposure are both 
key to students identifying as belonging to a particular community.49 This resonates with our findings. 
Continuity of clinical environment may be difficult to obtain, given student PAs require generalist 
training within a relatively short time frame. Solutions to this problem are not likely to be easy or without 
cost but could greatly impact upon student learning and identity formation. It is important to note that 
there is a move within some institutions to place students at one trust, where possible, for the duration of 
their training to facilitate continuity (this was not the case at the institutions studied in this research). This 
may be one way of offering more continuity of clinical experience and fostering identity development. 
Addressing continuity is key as continuity of placement facilitates staff trust in students and increases the 
likelihood of staff providing students with a greater degree of responsibility. 

Message 4: PA role models are lacking, causing student PAs to model themselves upon medical doctors.

Role modelling was mentioned frequently within interviews with student PAs. Although the bulk of 
previous literature portrays role modelling as a factor helpful in professional identity formation,28,29,35 
student PAs were not as convinced. Students acknowledged the lack of PA role models and commented 
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this deficiency made acquiring a professional identity more difficult. Furthermore, the purely physician 
role models currently available to student PAs have caused some student PAs to begin to think, act and 
feel like a doctor, not a PA. This may explain why so many students in our work were considering 
training as a doctor after their PA course ended. 

Institutions must actively recruit working PAs to teach on their PA studies courses, even if said working 
PAs are perceived as still being relatively junior. In time, as the quantity of working PAs increases, PA 
studies courses should be mostly led and taught by PAs. Alternatively, bringing working PAs to 
institutions for regular question and answer/information sessions or utilising social media to signpost and 
encourage online access of PA role models may prove helpful. Publication of national accreditation 
standards for PA studies courses, stipulating the need for adequate PA role model exposure could also 
help. Such accreditation standards have yet to be formally published but could provide clear guidance to 
institutions on best utilising PA role models. 

Within the US debate exists as to whether to integrate Physician Assistant studies courses into medical 
school curricula. Overwhelmingly PA programmes remain separate entities, with only two programmes 
(Boston University and Iowa University) achieving majority integration.50 Although the impact of 
medical school integration upon student PA professional identity development has not been studied 
within this work, it could be argued demonstrating that student PAs relying on doctors as role models can 
alter the identity they form, makes a case for maintaining the separation of medical and PA programmes. 
Yet, such an assumption would be flawed, failing to pay heed to the significant body of literature 
regarding the benefits of interprofessional education. Indeed, interprofessional education can strengthen 
student identity formation- witnessing, and even performing, the role of an adjacent health professional 
has been found to reinforce student knowledge of and comfort within their own role.51,52,53 Student PAs 
within this work rarely saw any other working PAs. In the context of appropriate exposure to PA role 
models, alongside physician role models, cautious and careful integration could be of benefit to student 
PA identity formation. 

Message 5: Identity dissonance is prevalent and exacerbated by career uncertainty 

Despite emerging awareness of factors influencing professional identity development, university students 
often struggle to develop robust professional identities, suffering emotional distress at the hands of a 
concept known as negative ‘identity dissonance’.54 When personal and professional identities fail to 
integrate as conflict exists between the two, students feel as though they are ‘losing themselves’, often 
leading to questioning regarding a student’s ‘values, ambitions, abilities and… self worth’.24,55,56 

Within medical students, identity dissonance leads to higher rates of drop out and reduced career 
success.56 Student PAs display signs of such dissonance - all participants admitted to experiencing an 
‘identity crisis’, often at an early stage of their training. Students manifest identity dissonance by 
distancing themselves from the PA role to maintain their sense of self, referring to the role as a ‘mask’, or 
by failing to acquire a professional identity as a PA, instead being content to be mislabelled as a medical 
student. Referencing PA identity as a ’mask’ could also be a way of students expressing feelings of 
‘imposter syndrome’. Within ‘imposter syndrome’, individuals feel unworthy of the praise they receive 
‘because they do not believe they have earned such recognition… causing… anxiety and stress’.57

It is possible, however, the difficulties student PAs describe in regards to their ‘identity crises’ are part of 
normal student identity development and not more sustained identity dissonance. Wenger describes how 
the process of ‘identity reconciliation’, where individuals make sense of their multiple sub-identities and 
work to integrate these.35,41,58 Identity reconciliation can be difficult, particularly when entering a new 
community of practice,35 as the student PAs within this work recently had. However, some accounts 
given by students throughout this work seem to go beyond anticipated initial stress when faced with 
developing a new identity- a large proportion of relatively senior students interviewed still demonstrated 
identity difficulties, all students identified with the term ‘crisis’ to describe their identity struggles and 
many students admitted to struggling with a assimilating PA professional identity without any real 
resolution to these issues. It is likely a combination of identity reconciliation and identity dissonance are 
evident within our results- initial unsuccessful identity reconciliation can lead to identity dissonance and 
we believe this is evident here- over half of the participants admitting to struggling do not demonstrate 
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successful reconciliation. As such, and alongside the time scale and severity of identity struggles within 
our work, we conclude identity dissonance to be present within our study participants. 

This study is the first documented evidence of identity dissonance within Physician Associate students. 
Furthermore, a novel finding of this work is the damaging effect identity dissonance has upon student 
learning- the ‘mask’ of imposter syndrome is a barrier to full student engagement and immersion within 
situated learning environments.

Identity dissonance and imposter syndrome are worsened by the career and political uncertainty 
surrounding the PA role. Mentioned frequently were concerns over the lack of standardized professional 
regulation, and the negative impact this had on student identity. Christmas postulates professional 
regulation offers a sense of identity through alignment with a wider community of professionals.59 
Statutory regulation is on the horizon and this will likely positively influence PA occupational identity. 
Still, educational institutions would do well to honestly address student concern and fears regarding 
career progression and development. Nationally, clarity regarding PA career paths and progression is 
desperately needed from HEE to improve PA career satisfaction and future role retention.

Limitations

It is important to consider the limitations of this work. Context must be carefully considered throughout - 
the two institutions studied operate using different curricula and provide varying degrees of clinical 
exposure. Given that clinical experience within a community of practice is considered key to medical 
identity formation,29 this variable exposure is likely to have had an effect upon students that we are 
unable to fully dissect without further study. 

Another contextual limitation concerns the localities studied. At the time of this study, HYMS was in its 
third year of operating a PA studies course, with Sheffield in its fourth year. Given this novelty, the 
amount of PA graduates practicing within the study region is likely to be limited, meaning this study’s 
results must be interpreted within the context of a PA-naïve area. It could prove difficult to fully 
extrapolate these findings to an area in which PA practice is more well established, and further work 
should focus on student PA identity formation within a wider variety of national and international 
localities. Despite this, this work still holds relevance, both for many areas within the UK, and 
internationally, particularly in areas still establishing the PA role. We do feel our findings and practice 
recommendations are also transferable in a broader sense and could apply to any new establishing role, 
particularly within healthcare. 

The final considered limitation of this work concerns the demographics of the student population studied. 
There is a higher proportion of female participants which could act as a confounding factor- some of our 
findings could be borne of gender, not role, bias. Despite this, the gender balance of this work is 
representative of the female predominance present within PA studies,60 creating transferable results. It 
would be almost impossible and, indeed, fairly artificial to dissect out gender and role bias within this 
context. Instead, an intersectional approach is more appropriate, considering the possibility of gender bias 
acting alongside the profession bias this work has demonstrated.

Directions for future research

Novel findings warranting further research from this work include: the function of role modelling within 
PA students; identity dissonance within student PAs including investigation of the relationship between 
identity reconciliation and identity dissonance; and the finding that many PA students identify more with 
doctors, giving rise to a desire to subsequently train as a physician. As the number of PAs in the UK NHS 
grows there will be further opportunities to evaluate the influence of training and workplace experiences 
on occupational identity, and how these impact job satisfaction, recruitment and retention. Ongoing 
evaluation of PA experiences regarding their identity development will add further depth to the 
conceptual model presented by this work and ensure support for PA identity development tackles current 
issues and enhances supportive factors.

Conclusions
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This is the first in-depth qualitative study to focus on UK student PA professional identity formation. 
Whilst the perception of PAs within the workplace is improving, secondary to role familiarity, students 
continue to experience negativity directed at their position as training PAs, proving harmful to identity 
formation. Student PAs identified several factors as instrumental in acquiring a strong professional 
identity, including clinical exposure including adequate continuity. Despite this, a lack of focus on PA 
identity formation has allowed harmful influences to propagate without intervention, such as ignorance 
and negativity from staff regarding the role. Early intervention is key- most students suffer ‘identity 
crises’ early within training that can progress to identity dissonance if no support is offered. Educators 
must act to continue to support the ‘safe shore’ identity facilitators and intervene in the ways detailed 
above to make the ‘uncertain shallows’ and ‘hazardous deep’ of identity formation safer for student PAs 
to navigate.

PAs are a key component of HEEs plans for the UK health workforce strategy. However, unless this 
emerging professional group form a healthy and coherent identity, long term, recruitment, retention and 
workplace effectiveness are likely to suffer. This could damage the potential of PAs to substantially 
contribute to ameliorating the effects of acute medical staff shortages in many specialties and 
geographical areas served by the UK NHS.   
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Figure legends

Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process 
of socialization in identity formation.

Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. 
There are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs 
can easily find their footing and represents the factors which assist student identity formation. The 
‘hazardous deep’ can easily drown a student, and represents barriers to student identity formation that can 
overwhelm a training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the 
dangers of the deep and represents factors that, depending on context and agency, can either help or harm 
student PA occupational identity formation. 
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Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process of 
socialisation in identity formation. 
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Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. There 
are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs can easily 
find their footing and represents the factors which assist student identity formation. The ‘hazardous deep’ 
can easily drown a student, and represents barriers to student identity formation that can overwhelm a 

training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the dangers of the 
deep and represents factors that, depending on context and agency, can either help or harm student PA 

occupational identity formation. 
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Supplementary table one: Semi-structured interview question stems 
 

Demographic information 
Understanding student PA views on 
professional identity 

-Defining student PA identity 
-Discussion regarding contributing factors 
shaping identity 
-Feeling like a PA 
-Identity doubts? Ever felt in crisis? 

Understanding student PA experiences -Detailing training in the workplace so far 
-The perceptions of others 
-Positive clinical experiences.  
-Negative clinical experiences + coping 
-Impact of clinical experiences  
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Standards for Reporting Qualitative Research (SRQR)*
http://www.equator-network.org/reporting-guidelines/srqr/

Page/line no(s).
Title and abstract

Title - Concise description of the nature and topic of the study Identifying the 
study as qualitative or indicating the approach (e.g., ethnography, grounded 
theory) or data collection methods (e.g., interview, focus group) is recommended

 Title page. 
Qualitative 
approach 
included in title. 

Abstract  - Summary of key elements of the study using the abstract format of the 
intended publication; typically includes background, purpose, methods, results, 
and conclusions

 Abstract as per 
BMJ Open 
guidelines. 

Introduction

Problem formulation - Description and significance of the problem/phenomenon 
studied; review of relevant theory and empirical work; problem statement

 Included in 
introduction, 
pages 3 and 4. 

Purpose or research question - Purpose of the study and specific objectives or 
questions

 Final paragraph 
of introduction, 
page 4

Methods

Qualitative approach and research paradigm - Qualitative approach (e.g., 
ethnography, grounded theory, case study, phenomenology, narrative research) 
and guiding theory if appropriate; identifying the research paradigm (e.g., 
postpositivist, constructivist/ interpretivist) is also recommended; rationale**

 Paradigm 
identified 
(constructivist), 
methodology 
within this 
detailed as 
constructivist 
grounded 
theory. See 
‘materials and 
methods’ pages 
4,5 and 6.

Researcher characteristics and reflexivity - Researchers’ characteristics that may 
influence the research, including personal attributes, qualifications/experience, 
relationship with participants, assumptions, and/or presuppositions; potential or 
actual interaction between researchers’ characteristics and the research 
questions, approach, methods, results, and/or transferability

 Reflexive 
discussions 
included. Top of 
page 5.

Context - Setting/site and salient contextual factors; rationale**

 Context sub-
heading 
included within 
methods.

Sampling strategy - How and why research participants, documents, or events 
were selected; criteria for deciding when no further sampling was necessary (e.g., 
sampling saturation); rationale**

 Theoretical 
sampling carried 
out- see ‘data 
collection’ page 
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5 for more 
detail. 
Discussions held 
regarding 
informational 
power and 
thematic 
sufficiency- see 
under heading 
‘data analysis’ 
on page 6.

Ethical issues pertaining to human subjects - Documentation of approval by an 
appropriate ethics review board and participant consent, or explanation for lack 
thereof; other confidentiality and data security issues

 Included in 
body of methods 
text and as a 
separate 
statement after 
article.

Data collection methods - Types of data collected; details of data collection 
procedures including (as appropriate) start and stop dates of data collection and 
analysis, iterative process, triangulation of sources/methods, and modification of 
procedures in response to evolving study findings; rationale**  See pages 4-6.

Data collection instruments and technologies - Description of instruments (e.g., 
interview guides, questionnaires) and devices (e.g., audio recorders) used for data 
collection; if/how the instrument(s) changed over the course of the study

 Detailed within 
methods.

Units of study - Number and relevant characteristics of participants, documents, 
or events included in the study; level of participation (could be reported in results)

 Reported at 
start of results, 
page 6.

Data processing - Methods for processing data prior to and during analysis, 
including transcription, data entry, data management and security, verification of 
data integrity, data coding, and anonymization/de-identification of excerpts

 See data 
collection, page 
5.

Data analysis - Process by which inferences, themes, etc., were identified and 
developed, including the researchers involved in data analysis; usually references a 
specific paradigm or approach; rationale**

 Constructivist 
grounded theory 
approach, see 
‘study design 
and conceptual 
framework’ 
pages 4 and 5.

Techniques to enhance trustworthiness - Techniques to enhance trustworthiness 
and credibility of data analysis (e.g., member checking, audit trail, triangulation); 
rationale**

 Detail regarding 
triangulation – 
final paragraph 
of ‘data analysis’ 
page 6.

Results/findings

Synthesis and interpretation - Main findings (e.g., interpretations, inferences, and 
themes); might include development of a theory or model, or integration with 
prior research or theory

 Pages 6-11. 
Figure 2 for 
conceptual 
model.
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Links to empirical data - Evidence (e.g., quotes, field notes, text excerpts, 
photographs) to substantiate analytic findings

 Quotes from 
participants 
included 
throughout 
results section.

Discussion

Integration with prior work, implications, transferability, and contribution(s) to 
the field - Short summary of main findings; explanation of how findings and 
conclusions connect to, support, elaborate on, or challenge conclusions of earlier 
scholarship; discussion of scope of application/generalizability; identification of 
unique contribution(s) to scholarship in a discipline or field

 Pages 11-14 for 
discussion, 
situated in light 
of previous 
research

Limitations - Trustworthiness and limitations of findings  Page 13

Other

Conflicts of interest - Potential sources of influence or perceived influence on 
study conduct and conclusions; how these were managed

 None. 
Statement on 
page 14.

Funding - Sources of funding and other support; role of funders in data collection, 
interpretation, and reporting

 None. 
Statement on 
page 14.

*The authors created the SRQR by searching the literature to identify guidelines, reporting 
standards, and critical appraisal criteria for qualitative research; reviewing the reference 
lists of retrieved sources; and contacting experts to gain feedback. The SRQR aims to 
improve the transparency of all aspects of qualitative research by providing clear standards 
for reporting qualitative research.
 

**The rationale should briefly discuss the justification for choosing that theory, approach, 
method, or technique rather than other options available, the assumptions and limitations 
implicit in those choices, and how those choices influence study conclusions and 
transferability. As appropriate, the rationale for several items might be discussed together.

Reference:  
O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative 
research: a synthesis of recommendations. Academic Medicine, Vol. 89, No. 9 / Sept 2014
DOI: 10.1097/ACM.0000000000000388
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Abstract:

Objective
To explore student Physician Associates’ experiences of clinical training to ascertain the process of their 
occupational identity formation.

Setting
The role of the Physician Associate (PA) is relatively new within the United Kingdom (UK). There has 
been a rapid expansion in training places driven by National Health Service (NHS) workforce shortages, 
with the Department of Health recently announcing plans for the General Medical Council to statutorily 
regulate PAs. Given such recent changes and the relative newness of their role, PAs are currently 
establishing their occupational identity. Within adjacent fields, robust identity development improves 
wellbeing and career success. Thus, there are implications for recruitment, retention and workplace 
performance. This qualitative study analyses the views of student PAs to ascertain the process of PA 
occupational identity formation through the use of one-to-one semi-structured interviews. A constructivist 
grounded theory approach to data analysis was taken. Research was informed by communities of practice 
and socialisation theory.

Participants
A theoretical sample of 19 PA students from two UK medical schools offering post-graduate PA studies 
courses.

Results
A conceptual model detailing student PA identity formation is proposed. Factors facilitating identity 
formation include clinical exposure and continuity. Barriers to identity formation include ignorance and 
negativity regarding the PA role. Difficulties navigating identity formation and lacking support resulted in 
identity dissonance.

Conclusions
Although similarities exist between PA and medical student identity formation, unique challenges exist 
for student PAs. These include navigating a new role and poor access to PA role models. Given this, PA 
students are turning to medicine for their identity. Educators must provide support for student PA identity 
development in line with this work’s recommendations. Such support is likely to improve the job 
satisfaction and retention of PAs within the UK NHS.

Article summary

Strengths and limitations of this study

 This is the first research article to offer an in-depth exploration of professional identity formation 
within UK PA students.

 A qualitative, constructivist approach has generated detailed data that has allowed us to craft a 
conceptual model describing the key influencing factors upon student PA identity formation.

 The PA role is still being established in the UK- this context could limit the transferability of our 
findings but this work remains relevant as the role is establishes in other countries internationally 
and in acting as a benchmark for future UK student PA identity research.

 The number of participants from each institution was not equal: n=14 from institution one, n=5 
from institution two- given this, some student experiences may be institutionally specific and 
future work should focus on wider national and international recruitment of PA students to refine 
the conceptual model proposed by this work.  

 There is a predominance of female participants (M:F 5:14) which limit result transferability to 
male students, although this balance is representative of the female predominance within PA 
studies.
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Introduction

The role and purpose of the Physician Associate 

The role of the Physician Associate (PA), although well established in some countries (where it is referred 
to as a ‘Physician Assistant’), is still in its infancy within the UK. The UK PA role was modelled upon 
the Physician Assistant role that has been established for over 50 years within the United States (US).1 
UK PAs are ‘new healthcare professional[s] who, while not doctor[s], work to the medical model, with 
the attitudes, skills and knowledge base to deliver… care and treatment within the general 
medical/general practice team under defined levels of supervision’.2 Supervision should be directly 
provided by a licensed physician.3 Working PAs support doctors in the diagnosis and management of 
patients through history taking, performing clinical examinations, formulating differential diagnoses, 
ordering and analysing test results, and developing and implementing management plans.3 Training as a 
PA is a graduate endeavour,4 with student PAs generally holding an undergraduate biomedical science 
degree. Student PAs are trained in a ‘medical model’, ‘focus[ing] principally on general adult medicine in 
hospital and general practice, rather than specialty care’.5,6 PA courses last a minimum of 3600 hours over 
two years, with hours being equally split between medical theory and clinical practice.3 

The expansion of the UK PA workforce has been driven by an urgent need to address medical workforce 
shortages, particularly of doctors, within the NHS. The research arm of the NHS, the National Institute of 
Health Research (NIHR) has funded two seminal studies on the contribution of PAs in primary care 7 and 
acute secondary care.8 The studies showed PAs were acceptable to patients and likely to be cost-effective 
in these settings,7,8 increasing the capacity and continuity of patient care.9 In 2016 there were 260 PAs and 
550 PA students across England and Scotland 6 with 1000 more PAs promised by the Secretary of State 
for Health within general practice by 2020/21.10 Although PA training places are increasing, this 
recruitment target for general practice looks to be overly optimistic- in March 2019, there were 194 PAs 
working in general practice (167 full-time equivalent or FTE PAs) and, although an additional 97 FTE 
PAs were employed between 2018 and 2019, this figure and pattern of growth will likely still fall short of 
governmental targets.11 Although PA training places are increasing, 72% of qualified PAs still work 
within secondary care.12 

Despite such rapid expansion in deployment, PAs are struggling to establish their role as a core 
constituent of the multidisciplinary team. Within the UK, PAs are classed as a profession (albeit a new 
one), as there are no legal requirements as to the definition of a profession in the UK, and new healthcare 
professions establish themselves through role creation practice. The UK legal system does, however, 
draw distinctions between unregulated and regulated professions, with regulated professions requiring 
individuals to register with a designated authority, so the individual can be evaluated as to whether they 
are competent and qualified enough to practice safely.13 

PAs are not yet statutorily regulated within the UK, but this seems likely to change soon,14 with recent 
news breaking that the UK General Medical Council (GMC), the regulator of medical doctors, has been 
asked by the Department of Health to regulate PAs.15 Statutory regulation through the GMC would mean 
UK-based PAs could expand their occupational capabilities. Currently, PAs cannot obtain qualifications 
that would enable them to prescribe medication or ionising radiation, but statutory regulation is likely to 
pave the way to such rights.4 

Even with possible regulatory changes, PAs, and the systems in which they work, are still trying to 
establish PAs as core team members. This involves PAs navigating the development of their new 
profession’s occupational identity. Health Education England (HEE) have recognized this as a potentially 
difficult area to navigate and are currently working to ‘develop a career framework and professional 
identity’ for PAs.16 

Further investigation regarding PA professional identity is crucial. Medical professional identity 
formation is described as ‘the foundational process one experiences during the transformation from lay 
person to physician’ and concerns education regarding the ‘core values’ healthcare professionals.17 A 
strong sense of identity enables healthcare professionals to ‘practice with confidence…convincing others 
of their practical abilities’.18 Indeed, acquiring a strong professional identity has even been found to 
protect against burnout19 and ultimately enhance career success.20
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However, almost all data on how clinicians form their professional identity has been focused within the 
domain of medical undergraduate students.17,21-27 Traditionally, the field of medicine ‘has been referred to 
as the very embodiment of the concept of professional identity’28 with doctors ‘being treated as the 
archetypal health care profession.’29 Doctors as a universal standard for professional identity development 
within healthcare risks a ‘one size fits all’ model of identity development, particularly when you consider 
that PA students are different from undergraduate medical students in regards to their training and 
emerging role. Yet, while using doctor-based models risks harm in encouraging student PA identity 
development, there are no published papers to date examining professional identity formation within UK 
PA students. Even internationally, work investigating student PA identity is sparse. Early work from 
establishing the Physician Assistant role in the US details the difficulties and conflict Physician Assistants 
sometimes faced in positioning themselves within the medical hierarchy, hinting that such positioning 
influences identity formation, with conflict acting as a negative influence.30 Despite this, to the authors’ 
best knowledge, detailed work is yet to be published studying identity formation within the development 
of the PA role on an international or national stage.

As such, new, exploratory models for professional identity formation within student PAs warrant further 
investigation. The central research question of this work regards identifying the process of occupational 
identity formation within physician associate students, focusing on factors that they identify as facilitating 
or obstructing identity development. It is hoped research within this area will generate both 
recommendations for educators regarding supporting student PA identity development, and 
recommendations for HEE regarding developing a career framework and national identity template for 
PAs.

Materials and methods

Context

Institutional ethical approval was granted prior to data collection. The context of this study was two 
postgraduate Physician Associate studies courses- one at the Hull York Medical School (HYMS) and one 
at the University of Sheffield. PA studies courses at both institutions are operated as part of the medical 
school, although remain distinct from the medical undergraduate degrees. For admission onto both 
courses, applicants must hold a degree in a life or health science (typically in a biomedical science) and 
preferably have some form of prior healthcare experience. Both institutions are based in medium-sized 
urban cities, but clinical placements include postings in more rural surrounding areas. HYMS holds 
training places for 30 student PAs each intake, with Sheffield holding 20 training places. At the time of 
this study (data were collected 2018-19), the course at HYMS was in its third year of operation, with 
Sheffield in its fourth year. Given this, both areas are relatively ‘PA naïve’, in that associated hospitals 
and general practice surgeries are only just beginning to employ PAs in practice. 

Study Design and conceptual framework

Working within a constructivist paradigm, we acknowledge that we, as researchers, play an active role in 
data analysis and theory generation. As such, it is important to detail our backgrounds to allow for 
interpretation of our study conclusions. All researchers are medical education researchers. One researcher 
is a professor of medical education (GMF) and three researchers are qualified clinicians (MELB, PAT, 
WL). One researcher is a clinical education tutor on the HYMS PA studies course (WL). Operating 
within a constructivist paradigm we recognise there is no one single reality or objective truth- instead, 
multiple realities exist that are created by individuals within social settings.31

This work undertook inductive qualitative study. The methodology selected for use was constructivist 
grounded theory.32,33 Background literature was read throughout this work to generate a conceptual 
framework in which generated categories were able to be situated. This conceptual framework is detailed 
below.

All researchers reflected upon their own biases and preconceptions and engaged in a group discussion 
concerning reflexivity to consider their own perspectives in more detail. Within this discussion, WL’s 
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involvement in the HYMS PA studies course was discussed. It was decided WL should not interview any 
student he had involvement in teaching, to maintain as a neutral interviewer-interviewee relationship as 
possible and that all transcripts should be independently dual coded to minimise single researcher bias.

Conceptual framework

Pre-existing professional identity theory should be cautiously applied to PA students, given no work 
regarding identity formation within PA students has been done. Although medical undergraduates operate 
within a largely similar environment to PA students, there are significant differences between medical 
students and PA students including differences in clinical experience, age, maturity and career choice. It 
remains unclear whether the bulk of pre-existing identity literature adequately reflects the development 
process and experience of student PAs. Difference also exists in that student PAs may enrol in their 
studies with an already well developed previous clinical identity (e.g. as a nurse or paramedic) due to 
entry requirements of the course often stipulating the need for clinical experience. Unlike medical 
students, student PAs may undergo a process of identity transformation that involves moving from one 
well established identity to another, as opposed to forming a professional identity on a largely blank 
professional canvas. Considering all this, previous literature was used as a broad theoretical underpinning 
to explore the concept of identity formation within student PAs more specifically. Identity literature 
regarding the transformation of professional identity from one profession to another was also sought.

Unfortunately, there is no consensus amongst educational researchers as to the most applicable theoretical 
approach to studying professional identity development.34 However several theories are becoming more 
commonly used to detail the nuances of identity development.34 Lave and Wenger’s theory of 
communities of practice and Cruess et al’s process model of socialisation are drawn upon by this work to 
act as sensitising concepts to data analysis. 

Identity involves community membership- individuals define themselves through involvement in a 
‘community of practice’.35 A community of practice is defined as ‘groups of people who share a concern 
or a passion for something they do and learn how to do it better as they interact regularly’,36 with social 
interactions resulting in an individual moving from legitimate peripheral participation to full 
participation.37 Within a community of practice, individuals undergo a process known as socialisation, 
where students ‘learn to function within a… group by internalizing its values and norms’.29 Navigating 
socialisation can be difficult but is necessary to acquire new professional ‘subidentities’, altering one’s 
perception of self and leading to successful function within a new occupational role.34,36 Regarding 
identity transformation from one occupation to another, work within other occupations has demonstrated 
that, in order to acquire a robust professional identity within a new career field, various previous identities 
require reconciliation and integration into one’s new identity.38 Such reconciliation occurs within 
communities of practice- as students move from novice to expert, their new ‘subidentities’ change their 
self-perception34,36 and, with this sometimes difficult change, comes re-evaluation of previously held 
identities.38 

Within socialisation, many factors are at work that influence physician identity e.g. role modelling. 
Cruess et al. offer a schematic representation of socialisation and it’s influencing factors in Figure 1, 
below. 29 These factors acted as sensitising concepts for our data analysis.

[Insert Figure 1 and legend here]
 

This theoretical framework, detailing how identity is socially situated in its formation and drawing upon 
communities of practice and socialisation theory has been used to act as a sensitising concept for data 
analysis and interpretation throughout this work.

Data collection

Theoretical sampling was utilised, aiming to recruit PA students who had clinical placement experience. 
Given this, all PA students within year one or two of study at HYMS and year two of study at Sheffield 
were invited to interview through the use of email, posters and word of mouth. Participation was 
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voluntary, and consenting students contacted the research team by email to organise an appropriate 
interview time.

Two authors (MELB and WL) conducted semi-structured interviews, both face-to-face and distance via 
telephone call, Skype or FaceTime were conducted. Interviews were audio recorded and transcribed 
verbatim.

Demographic information from the participants of this work concerning gender, age, race, ethnicity and 
sexual orientation were collected- recent work has demonstrated that models of professional identity 
formation often do not pay heed to participants’ sociocultural data, generating uncertainty as to whether 
much work into identity formation is applicable to those who do not identify as heterosexual white 
males.39

Data analysis 

Semi-structured interviews were conducted in line with an iterative approach, with initial question stems 
(see supplementary table 1) evolving as data collection and analysis occurred concurrently. All members 
of the research team engaged in discussion throughout the research process to determine when both 
theoretical sufficiency, the point at which no new thematic categories were required to manage new 
collected data,40 and ‘information power’41,42 had been reached. These discussions concluded that all 
interviews represented an adequate sample size that both answered the research questions of this study 
and allowed for transferability of the results to other contexts. 

Grounded theory coding in iterative cycles with constant comparison was conducted by all members of 
the research team, ensuring each transcript was coded by at least two researchers to reduce the impact of 
single researcher bias. Open, focused and theoretical coding were conducted, with memo-writing utilised 
throughout. All members of the research team engaged in a discussion concerning content groupings 
following open coding to ensure internal validity. Final coding was used to generate a conceptual model 
encapsulating student PA occupational identity formation.

Study results were shared with all core PA tutors within HYMS (5 tutors) for validity feedback, as a way 
of triangulating collected data. No feedback was provided that changed the data analysis. 

Results

A total of 19 PA students completed our study, 14 from the Hull York Medical School and 5 from the 
University of Sheffield. Demographic information can be viewed in Table 1.  

Gender Age Sexual orientation Ethnicity Prior healthcare  
occupational 
experience?

M:F 5:14 Range: 22-32

Mean age 25

Heterosexual or 
straight: 18

Gay: 1

White British:14

Black British: 1

Black African: 1

Mixed ethnicity: 3

Y:N 9:8

Most common job 
role: healthcare 
assistant 

Table 1 Participant demographic information

Themes

Preliminary analysis identified 98 descriptive open codes from interview transcripts. These codes were 
organised into three major themes, six sub-themes and the initial descriptive codes collapsed into thirty-
one open codes. These are detailed in Table 2, below.

Page 7 of 25

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

7

Major themes:   Recognition Formation Dissonance 

  

Sub-theme 1: Awareness of the PA role Helpful in forming identity Identity crises 

  

Open codes: Role ignorance Peer support Emotional situations

Documentary delays PA faculty Failing

Proving utility to gain trust Clinical exposure Workload

Open minded staff Responsibility/autonomy Comparison with medics

Incorrect introductions Continuity Work environment 

Treated as medical students Resilience

Making a difference  

Sub-theme 2: Resistance to the PA role Role modelling  PAs on the political agenda

 

Open codes: Negative staff perceptions Being an ambassador  Competition from medics

Distress at role aversion Distant role models  Place for role

 Negativity affects learning Doctors as role models  A path to medicine

 Lack of role models  Governmental support

  

Table 2 Major themes, sub-themes and open codes. 

Global theme 1: Recognition

Awareness of the PA role

Recognition of the PA role was identified as an important element of all student PA participants’ 
professional identities. Recognition involved others being aware of the existence and nature of the PA 
role, yet this was often found to be lacking. 

“A lot of people have never heard of us…some people don't have a clue what we're able to do.” 
Participant 2

“I'm yet to come across anyone that actually knows what a PA is so far…”
Participant 5

In many cases, this resulted in incorrect introductions where PA students would be introduced as an 
alternative role by staff.

“I've definitely had experiences where it's like, ‘oh we'll just call you a medical student’ or ‘we'll 
just call you a trainee doctor’ rather than actually going through what I am.”
Participant 1

“I've been called medical student, doctor, physician's assistant, nurse...”
Participant 11

Students found such incorrect introductions disconcerting and often found the onus on them to explain the 
role. 
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“I kind of feel a little bit like a conman…I feel a bit like I'm deceiving people and being a bit of a 
fraud in that sense.”
Participant 1

“Sometimes I will try and help them understand…”
Participant 3

In the face of poor awareness of the PA role, students valued working with both staff with prior exposure 
to PAs and those with open minds. When such positivity was lacking, students felt pressure to prove their 
utility to clinical teams to gain trust.

“I was working with an F1 who trained down in Kent and she's had previous exposure to PAs, 
and she was really positive and really selling the role basically to all the people on the ward.”
Participant 13

“I always feel like I have to sort of give something back to get sort of learning out of it.”
Participant 12

Resistance to the PA role

PA students perceived overwhelmingly negative attitudes towards their role.

“I have noticed there's been times where someone's assumed I'm a medical student or a junior 
doctor and have been really friendly and helpful and then it's almost as if they find out what a 
physician associate is and it switches and they don't really want to talk to me again after that.”
Participant 2

“…they're like 'oh if you're not a medical student it's fine, like, we don't need you'.”
Participant 1

Negativity often took the form of pressure upon students from doctors to consider medicine as a career 
instead of becoming a physician associate.

“…surely the reason you've been chosen as a supervisor is because you're meant to be like 
promoting the role, but he wasn't at all. He was trying to encourage myself and my partner at 
that time, who later left, to apply to do medicine…that was quite off-putting, because I was 
thinking 'oh, what if I didn't choose the right role'…”
Participant 16

Students found negativity difficult to challenge, distressing and commented on the negative impact it had 
on their learning.

“…I wanted to be professional on placement and continue my learning, so I generally didn't say 
anything back…”
Participant 14

“I remember in first year myself and some of the other students were told by a consultant, 
basically not to give up your day job because the physician associate role's never going to go 
anywhere…that was like quite upsetting to hear that.”
Participant 2

“… it does shut you down and you don't want to be open and learn what you can learn…”
Participant 7
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Despite the prevalence of perceived negative attitudes towards student PAs, there has been a recent 
improvement in attitudes students perceive from others, secondary to role familiarity. Yet students often 
drive this attitude change through consistent effort, as opposed to institutions leading the way.

“I think it's kind of changed a bit from the beginning of the course to the end…they got a bit 
used to who we are.”
Participant 11

“I just felt like I had to make a good impression everywhere I went because there were other 
people that were going to follow after me and making that good impression would mean the next 
lot would have it easier.”
Participant 7

Global theme 2: Formation 

Helpful in forming identity

Students identified several influences as being helpful in the formation of their professional identity. 
Clinical exposure, in particular ‘deep end’ service learning and students witnessing their interventions 
making a difference accelerates identity formation.

“…placement is the place where I feel like, there are instances where I go 'yeah, yeah I'm a 
PA'.”
Participant 16

“Certain people will throw you in at the deep end and that was the case on X care at X hospital, 
the consultant was very much using us as extra staff but it worked really well…you had to 
quickly learn…you were very much part of a team and I could see how the PA role fit in.”
Participant 19

“…when you actually do something that makes a change to a patient and you can see that 
change that's when you actually feel like, 'OK I'm the real deal now'.”
Participant 11

Students felt more like PAs when they were given some degree of responsibility or autonomy, preferring 
such independence to be within a supported environment. 

“I was having the responsibility of seeing my own patients …and, it made me think, I'm going to 
be doing this soon in real life and I'm sort of ready to move onto that step now.”
Participant 14

“I think having that independence is definitely good while we're still learning. The pressure isn't 
on you.”
Participant 10

Students often identified their elective placements as instrumental in shaping them as PAs. Continuity 
was identified as a key reason for this effect, assisting in overcoming role ignorance.

“…during my elective again, I think that was just the biggest because it was five weeks in just 
one area…I was pretty much working at that point and I was just kind of obviously running it 
past people, and I was seeing patients on my own and stuff like that. I think that's when I 
thought, this is kind of me doing the job. I've never had that before.”
Participant 4

“People got a bit more used to us and they started to realize what we could do.”
Participant 11
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Resilience was identified by many students as a key part of their professional identity, often borne of 
necessity due to workplace negativity.

“I think my professional identity would have to be quite resilient because of everyone's 
perception of the role.”
Participant 14

Role modelling 

Role modelling was identified as an important factor in shaping student PA professional identity, but 
there were difficulties with this, given the relative scarcity of working PAs. Students found it difficult to 
access role models and lamented the fact they had not had the chance to interact with a qualified PA, 
expressing preference for role models to be PAs themselves, as opposed to doctors.

“…it would be nice to see a physician associate and what they can do.”
Participant 3

“…it was a bit scary not having someone to be like 'well how did you handle this'.”
Participant 10

One way some students attempted to circumvent a lack of role models was through accessing distant PA 
role models, often done via social media.

“…you can just use Twitter or something like that to find them.”
Participant 2

Given such deficiency, students felt pressure to become ambassadors for the PA role. Some found this 
exciting, but others felt the responsibility weighed heavily upon them. 

“…it sort of rang in our heads that we were pioneers, that we had to be out there, no one knew 
about us. It was our job to make them accept us in a certain way. So I felt like a pioneer and 
definitely enjoyed it.”
Participant 7

“I still feel like I'm being watched.”
Participant 16

In the face of this deficiency, some students gravitated towards using doctors as role models, and had begun 
to identify more with the medical profession than with PAs.

“…we can view doctors as role models.”
Participant 8

“I plan on going to med school, yeah… what PAs do is similar to foundation doctors but then like 
the progression is not there…. as I’ve gone on and seen doctors working and, um, seen that 
responsibility and autonomy, it’s something I want too”.
Participant 18

Global theme 3: Dissonance  

Identity crises 

Students universally believed they had experienced an ‘identity crisis’ at some point during training. The 
triggers of these crises took many forms such as failure, the burden of course workload and students 
expressing doubts following comparison with medics. 
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“I ended up failing that OSCE … that made me question you know, am I actually good at this, 
am I competent to do this.”
Participant 5

“… you sometimes feel like you're held to the same standard as a medical student, if not more, in 
terms of workload and then someone can just undermine you on the spot and be like 'you're not a 
medical student, you can't be my chaperone'.”
Participant 1

“…when you compare the two professions then you think, like one seems to have a much easier 
time of it... being a doctor is a really respected profession, you say you're a doctor and people 
don't argue but you say you’re a physician associate and they're like 'ok, what's that then?', they 
don't necessarily take what you have to say seriously.”
Participant 15

Students expressed identity difficulties early in their training, often within the first year. 

“I think in first year; everything was a bit overwhelming... I was second guessing or doubting 
myself. So that was my problem at first, I had so much doubt in everything I was doing… having 
sleepless nights whether I’ve actually done the right thing… signing up.”
Participant 9

Several students dealt with such crises in a way (e.g. through peer or family support) that negated any 
harmful effects, but, concerningly, over half of the participants displayed signs of identity dissonance, 
where assuming the PA role was often likened to wearing a mask. Students portrayed these feelings as 
sustained and unresolved- resolution of identity difficulty was not described by any participants 
displaying signs of identity dissonance.  

“…it’s kind of like having a mask on.”
Participant 6

“…sometimes I feel like I have to put a good face on it all when I’m out on the wards, like… 
almost like I have to step into that PA role, it’s not natural… when I put the lanyard and badge 
and stuff on it’s like putting on a mask.”
Participant 8

PAs on the political agenda

Students voiced concern regarding a lack of progress at a governmental level, with such uncertainty 
identified as negatively impacting upon identity.

“I think one of the things that's quite demoralising is the whole thing about regulation and how 
slow it's been taking. Sometimes you kind of question, 'God, have I made the right decision?'.”
Participant 3

“I just don't know what's going to happen in five years’ time. There is no like model for the next 
five years…no one knows where we'll be working.”
Participant 1

Some students felt so frustrated by this lacking progress that their professional identity already showed 
signs of transformation into the professional identity of a medical student, which is perceived as more 
accessible and progressive than that of a PA’s. 

“I think if an opportunity came up, maybe, not necessarily now but in a couple of years and they 
were like, you can do some sort of conversion course to do medicine, I probably would take it…I 
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just do feel like we can't really progress as much as they marketed it because we can't prescribe 
and we're not regulated yet.” 
Participant 11

“I feel like we have so many obstacles in the way, whereas if you were to read medicine they 
wouldn't be there.”
Participant 17

Others had very clearly already undergone such an identity transformation and admitted to using the PA 
course as a path to medicine. One student even referenced medicine as an ‘upgrade’ to PA studies.

“I'm going to go into medical school after this degree…I do enjoy being a PA…but I do want to 
be able to upgrade… as a doctor you get a chance to progress more.”
Participant 6

The findings of this work have been used to produce a conceptual model (Figure 2) offering initial insight 
into student PA professional identity formation.

[Insert Figure 2 and legend here]

Discussion

Key messages and suggested actions for educators and policy makers

Message 1: Role recognition is key to community of practice participation and subsequent identity 
formation

Students acknowledge recognition of their role as a student PA as important in the formation of their 
professional identities, yet this was lacking. As evident within this work’s theoretical framework, 
inclusion and active work within a community of practice is essential for robust identity formation.35-37 
Takahashi takes this further and highlights the importance of role recognition within a community of 
practice, stressing that those with strong professional identities hold a ‘well defined status’.40 It is clear 
student PAs struggle acquiring such a status, with supervisors often mislabelling their role and 
introducing student PAs to patients as ‘medical students’. Failure to acquire a well-defined role or status 
within community of practice theory results in individuals remaining on the periphery of their 
community, unable to gain mastery of their profession as their role remains unclear.34,36,41As long as PAs 
remain peripheral to the medical community of practice due to lack of role definition, they will struggle to 
acquire strong professional identities or gain true mastery of their profession. Within wider occupational 
literature this proves damaging, with confusion over role definition leading to worsening morale and self-
esteem within employees.42

Educational institutions must strive to better integrate student PAs into medical communities of practice 
by educating both supervisors of students and the rest of the multidisciplinary team as to the student’s 
current and future role, competencies and learning outcomes. A brief introduction detailing these 
elements to a ward or general practice’s multidisciplinary team, delivered at handover or a practice 
meeting by a student’s clinical supervisor, could go a long way to educating clinical staff regarding the 
PA role. Written information for staff would also prove a useful reference- informational posters or 
pamphlets in staff areas would provide easily accessible information regarding the PA role. 

Nationally, a more vigorous and targeted educational campaign by HEE or the NHS is also necessary to 
improve staff awareness of all roles of the multidisciplinary team. This campaign could take many forms- 
one approach could be the development of a national e-learning package regarding the PA role and 
dissemination of this as required learning to all healthcare professionals. 

Message 2: Negativity persists and damages student identity formation
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There is some evidence PAs encounter mostly positive attitudes whilst at work. In 2012, a survey of UK 
doctors who worked with PAs found that only 3.3% believed having a PA on their team did not work.43 
However, this survey was conducted with doctors working directly with PAs on a regular basis and so 
must be interpreted within this context, understanding that exposure and awareness could impact 
perceptions. As PAs are still a relative minority within the workplace nationally, demonstrating largely 
positive attitudes through such work is likely not truly representative of wider occupational attitudes 
towards PAs.  

Overall, there is a greater volume of evidence suggesting PAs encounter negative attitudes in the 
workplace.44,45 In this context, negative attitudes are defined as the perception of another’s viewpoint 
from hostile comments or actions made within the workplace.46 Before the introduction of PAs in the UK, 
the most recently established role was that of the Advanced Nurse Practitioner (ANP).Work assessing 
barriers to PA introduction found ANPs were concerned PAs would encounter stereotyped and prejudiced 
views, as they had when they were forging their role with staff not used to working with ANPs.47 This 
work is supported by Drennan et al who uncovered largely negative opinions concerning the PAs from 
both senior and junior doctors and nurses with a variety of exposure to working PAs, ranging from no to 
regular contact.46 Such hostility is likely a form of professional protectionism towards a ‘new and 
potentially competing occupational group’.47 However, Drennan et al’s work must be interpreted 
cautiously- it is not clear within their work which participant quotes come from those with exposure to the 
role and which do not and, as such, the nature of these negative attitudes is difficult to discern. Despite 
this, our work adds contemporary weight to the claim negative attitudes regarding PAs exist within the 
workplace from a variety of healthcare professionals, although negativity from senior medical staff was 
most frequently described. Students most frequently portray such attitudes as coming from those with 
little to no previous experience of working directly with PAs. A novel finding of this work is how 
damaging such negativity is to student PA professional identity formation, promoting identity dissonance. 

Educational, medical and national institutions must adopt a firm stance regarding negativity towards the 
PA role and openly confront role negativity. This would send a clear message to students and working 
PAs regarding the value of their role and the support available to them. Ideally, this should be explicitly 
confronted within the first few weeks of the PA course, and certainly before clinical exposure. Advice 
should be offered regarding responding to negativity in the moment, signposting to appropriate student 
support and increasing awareness of any institutional complaint procedures. 

Message 3: Responsibility and clinical continuity facilitate identity formation

Much work has been done within medical undergraduate students investigating factors which encourage 
robust professional identity formation. Factors often cited as helpful include: the availability of mentors 
and role models;26,27 clinical experiences and formal teaching and assessment.48 The present study echoes 
these findings. Further to this, student PAs identified responsibility and autonomy as pivotal in crossing 
the threshold into becoming a PA. 

Within medicine, a student also sensing their responsibility and continuity of clinical exposure are both 
key to students identifying as belonging to a particular community.49 This resonates with our findings. 
Continuity of clinical environment may be difficult to obtain, given student PAs require generalist 
training within a relatively short time frame. Solutions to this problem are not likely to be easy or without 
cost but could greatly impact upon student learning and identity formation. It is important to note that 
there is a move within some institutions to place students at one trust, where possible, for the duration of 
their training to facilitate continuity (this was not the case at the institutions studied in this research). This 
may be one way of offering more continuity of clinical experience and fostering identity development. 
Addressing continuity is key as continuity of placement facilitates staff trust in students and increases the 
likelihood of staff providing students with a greater degree of responsibility. 

Message 4: PA role models are lacking, causing student PAs to model themselves upon medical doctors.

Role modelling was mentioned frequently within interviews with student PAs. Although the bulk of 
previous literature portrays role modelling as a factor helpful in professional identity formation,28,29,35 
student PAs were not as convinced. Students acknowledged the lack of PA role models and commented 
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this deficiency made acquiring a professional identity more difficult. Furthermore, the purely physician 
role models currently available to student PAs have caused some student PAs to begin to think, act and 
feel like a doctor, not a PA. This may explain why so many students in our work were considering 
training as a doctor after their PA course ended. 

Institutions must actively recruit working PAs to teach on their PA studies courses, even if said working 
PAs are perceived as still being relatively junior. In time, as the quantity of working PAs increases, PA 
studies courses should be mostly led and taught by PAs. Alternatively, bringing working PAs to 
institutions for regular question and answer/information sessions or utilising social media to signpost and 
encourage online access of PA role models may prove helpful. Publication of national accreditation 
standards for PA studies courses, stipulating the need for adequate PA role model exposure could also 
help. Such accreditation standards have yet to be formally published but could provide clear guidance to 
institutions on best utilising PA role models. 

Within the US debate exists as to whether to integrate Physician Assistant studies courses into medical 
school curricula. Overwhelmingly PA programmes remain separate entities, with only two programmes 
(Boston University and Iowa University) achieving majority integration.50,51 Although the impact of 
medical school integration upon student PA professional identity development has not been studied 
within this work, it could be argued demonstrating that student PAs relying on doctors as role models can 
alter the identity they form, makes a case for maintaining the separation of medical and PA programmes. 
Yet, such an assumption would be flawed, failing to pay heed to the significant body of literature 
regarding the benefits of interprofessional education. Indeed, interprofessional education can strengthen 
student identity formation- witnessing, and even performing, the role of an adjacent health professional 
has been found to reinforce student knowledge of and comfort within their own role.52,53,54 Student PAs 
within this work rarely saw any other working PAs. In the context of appropriate exposure to PA role 
models, alongside physician role models, cautious and careful integration could be of benefit to student 
PA identity formation. 

Message 5: Identity dissonance is prevalent and exacerbated by career uncertainty 

Despite emerging awareness of factors influencing professional identity development, university students 
often struggle to develop robust professional identities, suffering emotional distress at the hands of a 
concept known as negative ‘identity dissonance’.55 When personal and professional identities fail to 
integrate as conflict exists between the two, students feel as though they are ‘losing themselves’, often 
leading to questioning regarding a student’s ‘values, ambitions, abilities and… self worth’.24,56,57 

Within medical students, identity dissonance leads to higher rates of drop out and reduced career 
success.57 Student PAs display signs of such dissonance - all participants admitted to experiencing an 
‘identity crisis’, often at an early stage of their training. Students manifest identity dissonance by 
distancing themselves from the PA role to maintain their sense of self, referring to the role as a ‘mask’, or 
by failing to acquire a professional identity as a PA, instead being content to be mislabelled as a medical 
student. Referencing PA identity as a ’mask’ could also be a way of students expressing feelings of 
‘imposter syndrome’. Within ‘imposter syndrome’, individuals feel unworthy of the praise they receive 
‘because they do not believe they have earned such recognition… causing… anxiety and stress’.58

It is possible, however, the difficulties student PAs describe in regards to their ‘identity crises’ are part of 
normal student identity development and not more sustained identity dissonance. Wenger describes how 
the process of ‘identity reconciliation’, where individuals make sense of their multiple sub-identities and 
work to integrate these.35,41,59 Identity reconciliation can be difficult, particularly when entering a new 
community of practice,35 as the student PAs within this work recently had. However, some accounts 
given by students throughout this work seem to go beyond anticipated initial stress when faced with 
developing a new identity- a large proportion of relatively senior students interviewed still demonstrated 
identity difficulties, all students identified with the term ‘crisis’ to describe their identity struggles and 
many students admitted to struggling with a assimilating PA professional identity without any real 
resolution to these issues. It is likely a combination of identity reconciliation and identity dissonance are 
evident within our results- initial unsuccessful identity reconciliation can lead to identity dissonance and 
we believe this is evident here- over half of the participants admitting to struggling do not demonstrate 
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successful reconciliation. As such, and alongside the time scale and severity of identity struggles within 
our work, we conclude identity dissonance to be present within our study participants. 

This study is the first documented evidence of identity dissonance within Physician Associate students. 
Furthermore, a novel finding of this work is the damaging effect identity dissonance has upon student 
learning- the ‘mask’ of imposter syndrome is a barrier to full student engagement and immersion within 
situated learning environments.

Identity dissonance and imposter syndrome are worsened by the career and political uncertainty 
surrounding the PA role. Mentioned frequently were concerns over the lack of standardized professional 
regulation, and the negative impact this had on student identity. Christmas postulates professional 
regulation offers a sense of identity through alignment with a wider community of professionals.60 
Statutory regulation is on the horizon and this will likely positively influence PA occupational identity. 
Still, educational institutions would do well to honestly address student concern and fears regarding 
career progression and development. Nationally, clarity regarding PA career paths and progression is 
desperately needed from HEE to improve PA career satisfaction and future role retention.

Limitations

It is important to consider the limitations of this work. Context must be carefully considered throughout - 
the two institutions studied operate using different curricula and provide varying degrees of clinical 
exposure. Given that clinical experience within a community of practice is considered key to medical 
identity formation,29 this variable exposure is likely to have had an effect upon students that we are 
unable to fully dissect without further study. 

Another contextual limitation concerns the localities studied. At the time of this study, HYMS was in its 
third year of operating a PA studies course, with Sheffield in its fourth year. Given this novelty, the 
amount of PA graduates practicing within the study region is likely to be limited, meaning this study’s 
results must be interpreted within the context of a PA-naïve area. It could prove difficult to fully 
extrapolate these findings to an area in which PA practice is more well established, and further work 
should focus on student PA identity formation within a wider variety of national and international 
localities. Despite this, this work still holds relevance, both for many areas within the UK, and 
internationally, particularly in areas still establishing the PA role. We do feel our findings and practice 
recommendations are also transferable in a broader sense and could apply to any new establishing role, 
particularly within healthcare. 

The final considered limitation of this work concerns the demographics of the student population studied. 
There is a higher proportion of female participants which could act as a confounding factor- some of our 
findings could be borne of gender, not role, bias. Despite this, the gender balance of this work is 
representative of the female predominance present within PA studies,61 creating transferable results. It 
would be almost impossible and, indeed, fairly artificial to dissect out gender and role bias within this 
context. Instead, an intersectional approach is more appropriate, considering the possibility of gender bias 
acting alongside the profession bias this work has demonstrated.

Directions for future research

Novel findings warranting further research from this work include: the function of role modelling within 
PA students; identity dissonance within student PAs including investigation of the relationship between 
identity reconciliation and identity dissonance; and the finding that many PA students identify more with 
doctors, giving rise to a desire to subsequently train as a physician. As the number of PAs in the UK NHS 
grows there will be further opportunities to evaluate the influence of training and workplace experiences 
on occupational identity, and how these impact job satisfaction, recruitment and retention. Ongoing 
evaluation of PA experiences regarding their identity development will add further depth to the 
conceptual model presented by this work and ensure support for PA identity development tackles current 
issues and enhances supportive factors.

Conclusions

Page 16 of 25

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

16

This is the first in-depth qualitative study to focus on UK student PA professional identity formation. 
Whilst the perception of PAs within the workplace is improving, secondary to role familiarity, students 
continue to experience negativity directed at their position as training PAs, proving harmful to identity 
formation. Student PAs identified several factors as instrumental in acquiring a strong professional 
identity, including clinical exposure including adequate continuity. Despite this, a lack of focus on PA 
identity formation has allowed harmful influences to propagate without intervention, such as ignorance 
and negativity from staff regarding the role. Early intervention is key- most students suffer ‘identity 
crises’ early within training that can progress to identity dissonance if no support is offered. Educators 
must act to continue to support the ‘safe shore’ identity facilitators and intervene in the ways detailed 
above to make the ‘uncertain shallows’ and ‘hazardous deep’ of identity formation safer for student PAs 
to navigate.

PAs are a key component of HEEs plans for the UK health workforce strategy. However, unless this 
emerging professional group form a healthy and coherent identity, long term, recruitment, retention and 
workplace effectiveness are likely to suffer. This could damage the potential of PAs to substantially 
contribute to ameliorating the effects of acute medical staff shortages in many specialties and 
geographical areas served by the UK NHS.   
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Figure legends

Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process 
of socialization in identity formation.

Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. 
There are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs 
can easily find their footing and represents the factors which assist student identity formation. The 
‘hazardous deep’ can easily drown a student, and represents barriers to student identity formation that can 
overwhelm a training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the 
dangers of the deep and represents factors that, depending on context and agency, can either help or harm 
student PA occupational identity formation. 
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Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process of 
socialisation in identity formation. 
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Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. There 
are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs can easily 
find their footing and represents the factors which assist student identity formation. The ‘hazardous deep’ 
can easily drown a student, and represents barriers to student identity formation that can overwhelm a 

training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the dangers of the 
deep and represents factors that, depending on context and agency, can either help or harm student PA 

occupational identity formation. 
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Supplementary table one: Semi-structured interview question stems 
 

Demographic information 
Understanding student PA views on 
professional identity 

-Defining student PA identity 
-Discussion regarding contributing factors 
shaping identity 
-Feeling like a PA 
-Identity doubts? Ever felt in crisis? 

Understanding student PA experiences -Detailing training in the workplace so far 
-The perceptions of others 
-Positive clinical experiences.  
-Negative clinical experiences + coping 
-Impact of clinical experiences  
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questions, approach, methods, results, and/or transferability

 Reflexive 
discussions 
included. Top of 
page 5.

Context - Setting/site and salient contextual factors; rationale**

 Context sub-
heading 
included within 
methods.

Sampling strategy - How and why research participants, documents, or events 
were selected; criteria for deciding when no further sampling was necessary (e.g., 
sampling saturation); rationale**

 Theoretical 
sampling carried 
out- see ‘data 
collection’ page 
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5 for more 
detail. 
Discussions held 
regarding 
informational 
power and 
thematic 
sufficiency- see 
under heading 
‘data analysis’ 
on page 6.

Ethical issues pertaining to human subjects - Documentation of approval by an 
appropriate ethics review board and participant consent, or explanation for lack 
thereof; other confidentiality and data security issues

 Included in 
body of methods 
text and as a 
separate 
statement after 
article.

Data collection methods - Types of data collected; details of data collection 
procedures including (as appropriate) start and stop dates of data collection and 
analysis, iterative process, triangulation of sources/methods, and modification of 
procedures in response to evolving study findings; rationale**  See pages 4-6.

Data collection instruments and technologies - Description of instruments (e.g., 
interview guides, questionnaires) and devices (e.g., audio recorders) used for data 
collection; if/how the instrument(s) changed over the course of the study

 Detailed within 
methods.

Units of study - Number and relevant characteristics of participants, documents, 
or events included in the study; level of participation (could be reported in results)

 Reported at 
start of results, 
page 6.

Data processing - Methods for processing data prior to and during analysis, 
including transcription, data entry, data management and security, verification of 
data integrity, data coding, and anonymization/de-identification of excerpts

 See data 
collection, page 
5.

Data analysis - Process by which inferences, themes, etc., were identified and 
developed, including the researchers involved in data analysis; usually references a 
specific paradigm or approach; rationale**

 Constructivist 
grounded theory 
approach, see 
‘study design 
and conceptual 
framework’ 
pages 4 and 5.

Techniques to enhance trustworthiness - Techniques to enhance trustworthiness 
and credibility of data analysis (e.g., member checking, audit trail, triangulation); 
rationale**

 Detail regarding 
triangulation – 
final paragraph 
of ‘data analysis’ 
page 6.

Results/findings

Synthesis and interpretation - Main findings (e.g., interpretations, inferences, and 
themes); might include development of a theory or model, or integration with 
prior research or theory

 Pages 6-11. 
Figure 2 for 
conceptual 
model.
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Links to empirical data - Evidence (e.g., quotes, field notes, text excerpts, 
photographs) to substantiate analytic findings

 Quotes from 
participants 
included 
throughout 
results section.

Discussion

Integration with prior work, implications, transferability, and contribution(s) to 
the field - Short summary of main findings; explanation of how findings and 
conclusions connect to, support, elaborate on, or challenge conclusions of earlier 
scholarship; discussion of scope of application/generalizability; identification of 
unique contribution(s) to scholarship in a discipline or field

 Pages 11-14 for 
discussion, 
situated in light 
of previous 
research

Limitations - Trustworthiness and limitations of findings  Page 13

Other

Conflicts of interest - Potential sources of influence or perceived influence on 
study conduct and conclusions; how these were managed

 None. 
Statement on 
page 14.

Funding - Sources of funding and other support; role of funders in data collection, 
interpretation, and reporting

 None. 
Statement on 
page 14.

*The authors created the SRQR by searching the literature to identify guidelines, reporting 
standards, and critical appraisal criteria for qualitative research; reviewing the reference 
lists of retrieved sources; and contacting experts to gain feedback. The SRQR aims to 
improve the transparency of all aspects of qualitative research by providing clear standards 
for reporting qualitative research.
 

**The rationale should briefly discuss the justification for choosing that theory, approach, 
method, or technique rather than other options available, the assumptions and limitations 
implicit in those choices, and how those choices influence study conclusions and 
transferability. As appropriate, the rationale for several items might be discussed together.

Reference:  
O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative 
research: a synthesis of recommendations. Academic Medicine, Vol. 89, No. 9 / Sept 2014
DOI: 10.1097/ACM.0000000000000388
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Abstract:

Objective
To explore student Physician Associates’ experiences of clinical training to ascertain the process of their 
occupational identity formation.

Setting
The role of the Physician Associate (PA) is relatively new within the United Kingdom (UK). There has 
been a rapid expansion in training places driven by National Health Service (NHS) workforce shortages, 
with the Department of Health recently announcing plans for the General Medical Council to statutorily 
regulate PAs. Given such recent changes and the relative newness of their role, PAs are currently 
establishing their occupational identity. Within adjacent fields, robust identity development improves 
wellbeing and career success. Thus, there are implications for recruitment, retention and workplace 
performance. This qualitative study analyses the views of student PAs to ascertain the process of PA 
occupational identity formation through the use of one-to-one semi-structured interviews. A constructivist 
grounded theory approach to data analysis was taken. Research was informed by communities of practice 
and socialisation theory.

Participants
A theoretical sample of 19 PA students from two UK medical schools offering post-graduate PA studies 
courses.

Results
A conceptual model detailing student PA identity formation is proposed. Factors facilitating identity 
formation include clinical exposure and continuity. Barriers to identity formation include ignorance and 
negativity regarding the PA role. Difficulties navigating identity formation and lacking support resulted in 
identity dissonance.

Conclusions
Although similarities exist between PA and medical student identity formation, unique challenges exist 
for student PAs. These include navigating a new role and poor access to PA role models. Given this, PA 
students are turning to medicine for their identity. Educators must provide support for student PA identity 
development in line with this work’s recommendations. Such support is likely to improve the job 
satisfaction and retention of PAs within the UK NHS.

Article summary

Strengths and limitations of this study

 This is the first research article to offer an in-depth exploration of professional identity formation 
within UK PA students.

 A qualitative, constructivist approach has generated detailed data that has allowed us to craft a 
conceptual model describing the key influencing factors upon student PA identity formation.

 The PA role is still being established in the UK- this context could limit the transferability of our 
findings but this work remains relevant as the role is establishes in other countries internationally 
and in acting as a benchmark for future UK student PA identity research.

 The number of participants from each institution was not equal: n=14 from institution one, n=5 
from institution two- given this, some student experiences may be institutionally specific and 
future work should focus on wider national and international recruitment of PA students to refine 
the conceptual model proposed by this work.  

 There is a predominance of female participants (M:F 5:14) which limit result transferability to 
male students, although this balance is representative of the female predominance within PA 
studies.
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Introduction

The role and purpose of the Physician Associate 

The role of the Physician Associate (PA), although well established in some countries (where it is referred 
to as a ‘Physician Assistant’), is still in its infancy within the UK. The UK PA role was modelled upon 
the Physician Assistant role that has been established for over 50 years within the United States (US).1 
UK PAs are ‘new healthcare professional[s] who, while not doctor[s], work to the medical model, with 
the attitudes, skills and knowledge base to deliver… care and treatment within the general 
medical/general practice team under defined levels of supervision’.2 Supervision should be directly 
provided by a licensed physician.3 Working PAs support doctors in the diagnosis and management of 
patients through history taking, performing clinical examinations, formulating differential diagnoses, 
ordering and analysing test results, and developing and implementing management plans.3 Training as a 
PA is a graduate endeavour,4 with student PAs generally holding an undergraduate biomedical science 
degree. Student PAs are trained in a ‘medical model’, ‘focus[ing] principally on general adult medicine in 
hospital and general practice, rather than specialty care’.5,6 PA courses last a minimum of 3600 hours over 
two years, with hours being equally split between medical theory and clinical practice.3 

The expansion of the UK PA workforce has been driven by an urgent need to address medical workforce 
shortages, particularly of doctors, within the NHS. The research arm of the NHS, the National Institute of 
Health Research (NIHR) has funded two seminal studies on the contribution of PAs in primary care 7 and 
acute secondary care.8 The studies showed PAs were acceptable to patients and likely to be cost-effective 
in these settings,7,8 increasing the capacity and continuity of patient care.9 In 2016 there were 260 PAs and 
550 PA students across England and Scotland 6 with 1000 more PAs promised by the Secretary of State 
for Health within general practice by 2020/21.10 Although PA training places are increasing, this 
recruitment target for general practice looks to be overly optimistic- in March 2019, there were 194 PAs 
working in general practice (167 full-time equivalent or FTE PAs) and, although an additional 97 FTE 
PAs were employed between 2018 and 2019, this figure and pattern of growth will likely still fall short of 
governmental targets.11 Although PA training places are increasing, 72% of qualified PAs still work 
within secondary care.12 

Despite such rapid expansion in deployment, PAs are struggling to establish their role as a core 
constituent of the multidisciplinary team. Within the UK, PAs are classed as a profession (albeit a new 
one), as there are no legal requirements as to the definition of a profession in the UK, and new healthcare 
professions establish themselves through role creation practice. The UK legal system does, however, 
draw distinctions between unregulated and regulated professions, with regulated professions requiring 
individuals to register with a designated authority, so the individual can be evaluated as to whether they 
are competent and qualified enough to practice safely.13 

PAs are not yet statutorily regulated within the UK, but this seems likely to change soon,14 with recent 
news breaking that the UK General Medical Council (GMC), the regulator of medical doctors, has been 
asked by the Department of Health to regulate PAs.15 Statutory regulation through the GMC would mean 
UK-based PAs could expand their occupational capabilities. Currently, PAs cannot obtain qualifications 
that would enable them to prescribe medication or ionising radiation, but statutory regulation is likely to 
pave the way to such rights.4 

Even with possible regulatory changes, PAs, and the systems in which they work, are still trying to 
establish PAs as core team members. This involves PAs navigating the development of their new 
profession’s occupational identity. Health Education England (HEE) have recognized this as a potentially 
difficult area to navigate and are currently working to ‘develop a career framework and professional 
identity’ for PAs.16 

Further investigation regarding PA professional identity is crucial. Medical professional identity 
formation is described as ‘the foundational process one experiences during the transformation from lay 
person to physician’ and concerns education regarding the ‘core values’ healthcare professionals.17 A 
strong sense of identity enables healthcare professionals to ‘practice with confidence…convincing others 
of their practical abilities’.18 Indeed, acquiring a strong professional identity has even been found to 
protect against burnout19 and ultimately enhance career success.20
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However, almost all data on how clinicians form their professional identity has been focused within the 
domain of medical undergraduate students.17,21-27 Traditionally, the field of medicine ‘has been referred to 
as the very embodiment of the concept of professional identity’28 with doctors ‘being treated as the 
archetypal health care profession.’29 Doctors as a universal standard for professional identity development 
within healthcare risks a ‘one size fits all’ model of identity development, particularly when you consider 
that PA students are different from undergraduate medical students in regards to their training and 
emerging role. Yet, while using doctor-based models risks harm in encouraging student PA identity 
development, there are no published papers to date examining professional identity formation within UK 
PA students. Even internationally, work investigating student PA identity is sparse. Early work from 
establishing the Physician Assistant role in the US details the difficulties and conflict Physician Assistants 
sometimes faced in positioning themselves within the medical hierarchy, hinting that such positioning 
influences identity formation, with conflict acting as a negative influence.30 Despite this, to the authors’ 
best knowledge, detailed work is yet to be published studying identity formation within the development 
of the PA role on an international or national stage.

As such, new, exploratory models for professional identity formation within student PAs warrant further 
investigation. The central research question of this work regards identifying the process of occupational 
identity formation within physician associate students, focusing on factors that they identify as facilitating 
or obstructing identity development. It is hoped research within this area will generate both 
recommendations for educators regarding supporting student PA identity development, and 
recommendations for HEE regarding developing a career framework and national identity template for 
PAs.

Materials and methods

Context

Institutional ethical approval was granted prior to data collection. The context of this study was two 
postgraduate Physician Associate studies courses- one at the Hull York Medical School (HYMS) and one 
at the University of Sheffield. PA studies courses at both institutions are operated as part of the medical 
school, although remain distinct from the medical undergraduate degrees. For admission onto both 
courses, applicants must hold a degree in a life or health science (typically in a biomedical science) and 
preferably have some form of prior healthcare experience. Both institutions are based in medium-sized 
urban cities, but clinical placements include postings in more rural surrounding areas. HYMS holds 
training places for 30 student PAs each intake, with Sheffield holding 20 training places. At the time of 
this study (data were collected 2018-19), the course at HYMS was in its third year of operation, with 
Sheffield in its fourth year. Given this, both areas are relatively ‘PA naïve’, in that associated hospitals 
and general practice surgeries are only just beginning to employ PAs in practice. 

Study Design and conceptual framework

Working within a constructivist paradigm, we acknowledge that we, as researchers, play an active role in 
data analysis and theory generation. As such, it is important to detail our backgrounds to allow for 
interpretation of our study conclusions. All researchers are medical education researchers. One researcher 
is a professor of medical education (GMF) and three researchers are qualified clinicians (MELB, PAT, 
WL). One researcher is a clinical education tutor on the HYMS PA studies course (WL). Operating 
within a constructivist paradigm we recognise there is no one single reality or objective truth- instead, 
multiple realities exist that are created by individuals within social settings.31

This work undertook inductive qualitative study. The methodology selected for use was constructivist 
grounded theory.32,33 Background literature was read throughout this work to generate a conceptual 
framework in which generated categories were able to be situated. This conceptual framework is detailed 
below.

All researchers reflected upon their own biases and preconceptions and engaged in a group discussion 
concerning reflexivity to consider their own perspectives in more detail. Within this discussion, WL’s 
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involvement in the HYMS PA studies course was discussed. It was decided WL should not interview any 
student he had involvement in teaching, to maintain as a neutral interviewer-interviewee relationship as 
possible and that all transcripts should be independently dual coded to minimise single researcher bias.

Conceptual framework

Pre-existing professional identity theory should be cautiously applied to PA students, given no work 
regarding identity formation within PA students has been done. Although medical undergraduates operate 
within a largely similar environment to PA students, there are significant differences between medical 
students and PA students including differences in clinical experience, age, maturity and career choice. It 
remains unclear whether the bulk of pre-existing identity literature adequately reflects the development 
process and experience of student PAs. Difference also exists in that student PAs may enrol in their 
studies with an already well developed previous clinical identity (e.g. as a nurse or paramedic) due to 
entry requirements of the course often stipulating the need for clinical experience. Unlike medical 
students, student PAs may undergo a process of identity transformation that involves moving from one 
well established identity to another, as opposed to forming a professional identity on a largely blank 
professional canvas. Considering all this, previous literature was used as a broad theoretical underpinning 
to explore the concept of identity formation within student PAs more specifically. Identity literature 
regarding the transformation of professional identity from one profession to another was also sought.

Unfortunately, there is no consensus amongst educational researchers as to the most applicable theoretical 
approach to studying professional identity development.34 However several theories are becoming more 
commonly used to detail the nuances of identity development.34 Lave and Wenger’s theory of 
communities of practice and Cruess et al’s process model of socialisation are drawn upon by this work to 
act as sensitising concepts to data analysis. 

Identity involves community membership- individuals define themselves through involvement in a 
‘community of practice’.35 A community of practice is defined as ‘groups of people who share a concern 
or a passion for something they do and learn how to do it better as they interact regularly’,36 with social 
interactions resulting in an individual moving from legitimate peripheral participation to full 
participation.37 Within a community of practice, individuals undergo a process known as socialisation, 
where students ‘learn to function within a… group by internalizing its values and norms’.29 Navigating 
socialisation can be difficult but is necessary to acquire new professional ‘subidentities’, altering one’s 
perception of self and leading to successful function within a new occupational role.34,36 Regarding 
identity transformation from one occupation to another, work within other occupations has demonstrated 
that, in order to acquire a robust professional identity within a new career field, various previous identities 
require reconciliation and integration into one’s new identity.38 Such reconciliation occurs within 
communities of practice- as students move from novice to expert, their new ‘subidentities’ change their 
self-perception34,36 and, with this sometimes difficult change, comes re-evaluation of previously held 
identities.38 

Within socialisation, many factors are at work that influence physician identity e.g. role modelling. 
Cruess et al. offer a schematic representation of socialisation and it’s influencing factors in Figure 1, 
below. 29 These factors acted as sensitising concepts for our data analysis.

[Insert Figure 1 and legend here]
 

This theoretical framework, detailing how identity is socially situated in its formation and drawing upon 
communities of practice and socialisation theory has been used to act as a sensitising concept for data 
analysis and interpretation throughout this work.

Data collection

Theoretical sampling was utilised, aiming to recruit PA students who had clinical placement experience. 
Given this, all PA students within year one or two of study at HYMS and year two of study at Sheffield 
were invited to interview through the use of email, posters and word of mouth. Participation was 
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voluntary, and consenting students contacted the research team by email to organise an appropriate 
interview time.

Two authors (MELB and WL) conducted semi-structured interviews, both face-to-face and distance via 
telephone call, Skype or FaceTime were conducted. Interviews were audio recorded and transcribed 
verbatim.

Demographic information from the participants of this work concerning gender, age, race, ethnicity and 
sexual orientation were collected- recent work has demonstrated that models of professional identity 
formation often do not pay heed to participants’ sociocultural data, generating uncertainty as to whether 
much work into identity formation is applicable to those who do not identify as heterosexual white 
males.39

Data analysis 

Semi-structured interviews were conducted in line with an iterative approach, with initial question stems 
(see supplementary table 1) evolving as data collection and analysis occurred concurrently. All members 
of the research team engaged in discussion throughout the research process to determine when both 
theoretical sufficiency, the point at which no new thematic categories were required to manage new 
collected data,40 and ‘information power’41,42 had been reached. These discussions concluded that all 
interviews represented an adequate sample size that both answered the research questions of this study 
and allowed for transferability of the results to other contexts. 

Grounded theory coding in iterative cycles with constant comparison was conducted by all members of 
the research team, ensuring each transcript was coded by at least two researchers to reduce the impact of 
single researcher bias. Open, focused and theoretical coding were conducted, with memo-writing utilised 
throughout. All members of the research team engaged in a discussion concerning content groupings 
following open coding to ensure internal validity. Final coding was used to generate a conceptual model 
encapsulating student PA occupational identity formation.

Study results were shared with all core PA tutors within HYMS (5 tutors) for validity feedback, as a way 
of triangulating collected data. No feedback was provided that changed the data analysis. 

Results

A total of 19 PA students completed our study, 14 from the Hull York Medical School and 5 from the 
University of Sheffield. Demographic information can be viewed in Table 1.  

Gender Age Sexual orientation Ethnicity Prior healthcare  
occupational 
experience?

M:F 5:14 Range: 22-32

Mean age 25

Heterosexual or 
straight: 18

Gay: 1

White British:14

Black British: 1

Black African: 1

Mixed ethnicity: 3

Y:N 9:8

Most common job 
role: healthcare 
assistant 

Table 1 Participant demographic information

Themes

Preliminary analysis identified 98 descriptive open codes from interview transcripts. These codes were 
organised into three major themes, six sub-themes and the initial descriptive codes collapsed into thirty-
one open codes. These are detailed in Table 2, below.
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Major themes:   Recognition Formation Dissonance 

  

Sub-theme 1: Awareness of the PA role Helpful in forming identity Identity crises 

  

Open codes: Role ignorance Peer support Emotional situations

Documentary delays PA faculty Failing

Proving utility to gain trust Clinical exposure Workload

Open minded staff Responsibility/autonomy Comparison with medics

Incorrect introductions Continuity Work environment 

Treated as medical students Resilience

Making a difference  

Sub-theme 2: Resistance to the PA role Role modelling  PAs on the political agenda

 

Open codes: Negative staff perceptions Being an ambassador  Competition from medics

Distress at role aversion Distant role models  Place for role

 Negativity affects learning Doctors as role models  A path to medicine

 Lack of role models  Governmental support

  

Table 2 Major themes, sub-themes and open codes. 

Global theme 1: Recognition

Awareness of the PA role

Recognition of the PA role was identified as an important element of all student PA participants’ 
professional identities. Recognition involved others being aware of the existence and nature of the PA 
role, yet this was often found to be lacking. 

“A lot of people have never heard of us…some people don't have a clue what we're able to do.” 
Participant 2

“I'm yet to come across anyone that actually knows what a PA is so far…”
Participant 5

In many cases, this resulted in incorrect introductions where PA students would be introduced as an 
alternative role by staff.

“I've definitely had experiences where it's like, ‘oh we'll just call you a medical student’ or ‘we'll 
just call you a trainee doctor’ rather than actually going through what I am.”
Participant 1

“I've been called medical student, doctor, physician's assistant, nurse...”
Participant 11

Students found such incorrect introductions disconcerting and often found the onus on them to explain the 
role. 
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“I kind of feel a little bit like a conman…I feel a bit like I'm deceiving people and being a bit of a 
fraud in that sense.”
Participant 1

“Sometimes I will try and help them understand…”
Participant 3

In the face of poor awareness of the PA role, students valued working with both staff with prior exposure 
to PAs and those with open minds. When such positivity was lacking, students felt pressure to prove their 
utility to clinical teams to gain trust.

“I was working with an F1 who trained down in Kent and she's had previous exposure to PAs, 
and she was really positive and really selling the role basically to all the people on the ward.”
Participant 13

“I always feel like I have to sort of give something back to get sort of learning out of it.”
Participant 12

Resistance to the PA role

PA students perceived overwhelmingly negative attitudes towards their role.

“I have noticed there's been times where someone's assumed I'm a medical student or a junior 
doctor and have been really friendly and helpful and then it's almost as if they find out what a 
physician associate is and it switches and they don't really want to talk to me again after that.”
Participant 2

“…they're like 'oh if you're not a medical student it's fine, like, we don't need you'.”
Participant 1

Negativity often took the form of pressure upon students from doctors to consider medicine as a career 
instead of becoming a physician associate.

“…surely the reason you've been chosen as a supervisor is because you're meant to be like 
promoting the role, but he wasn't at all. He was trying to encourage myself and my partner at 
that time, who later left, to apply to do medicine…that was quite off-putting, because I was 
thinking 'oh, what if I didn't choose the right role'…”
Participant 16

Students found negativity difficult to challenge, distressing and commented on the negative impact it had 
on their learning.

“…I wanted to be professional on placement and continue my learning, so I generally didn't say 
anything back…”
Participant 14

“I remember in first year myself and some of the other students were told by a consultant, 
basically not to give up your day job because the physician associate role's never going to go 
anywhere…that was like quite upsetting to hear that.”
Participant 2

“… it does shut you down and you don't want to be open and learn what you can learn…”
Participant 7
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Despite the prevalence of perceived negative attitudes towards student PAs, there has been a recent 
improvement in attitudes students perceive from others, secondary to role familiarity. Yet students often 
drive this attitude change through consistent effort, as opposed to institutions leading the way.

“I think it's kind of changed a bit from the beginning of the course to the end…they got a bit 
used to who we are.”
Participant 11

“I just felt like I had to make a good impression everywhere I went because there were other 
people that were going to follow after me and making that good impression would mean the next 
lot would have it easier.”
Participant 7

Global theme 2: Formation 

Helpful in forming identity

Students identified several influences as being helpful in the formation of their professional identity. 
Clinical exposure, in particular ‘deep end’ service learning and students witnessing their interventions 
making a difference accelerates identity formation.

“…placement is the place where I feel like, there are instances where I go 'yeah, yeah I'm a 
PA'.”
Participant 16

“Certain people will throw you in at the deep end and that was the case on X care at X hospital, 
the consultant was very much using us as extra staff but it worked really well…you had to 
quickly learn…you were very much part of a team and I could see how the PA role fit in.”
Participant 19

“…when you actually do something that makes a change to a patient and you can see that 
change that's when you actually feel like, 'OK I'm the real deal now'.”
Participant 11

Students felt more like PAs when they were given some degree of responsibility or autonomy, preferring 
such independence to be within a supported environment. 

“I was having the responsibility of seeing my own patients …and, it made me think, I'm going to 
be doing this soon in real life and I'm sort of ready to move onto that step now.”
Participant 14

“I think having that independence is definitely good while we're still learning. The pressure isn't 
on you.”
Participant 10

Students often identified their elective placements as instrumental in shaping them as PAs. Continuity 
was identified as a key reason for this effect, assisting in overcoming role ignorance.

“…during my elective again, I think that was just the biggest because it was five weeks in just 
one area…I was pretty much working at that point and I was just kind of obviously running it 
past people, and I was seeing patients on my own and stuff like that. I think that's when I 
thought, this is kind of me doing the job. I've never had that before.”
Participant 4

“People got a bit more used to us and they started to realize what we could do.”
Participant 11
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Resilience was identified by many students as a key part of their professional identity, often borne of 
necessity due to workplace negativity.

“I think my professional identity would have to be quite resilient because of everyone's 
perception of the role.”
Participant 14

Role modelling 

Role modelling was identified as an important factor in shaping student PA professional identity, but 
there were difficulties with this, given the relative scarcity of working PAs. Students found it difficult to 
access role models and lamented the fact they had not had the chance to interact with a qualified PA, 
expressing preference for role models to be PAs themselves, as opposed to doctors.

“…it would be nice to see a physician associate and what they can do.”
Participant 3

“…it was a bit scary not having someone to be like 'well how did you handle this'.”
Participant 10

One way some students attempted to circumvent a lack of role models was through accessing distant PA 
role models, often done via social media.

“…you can just use Twitter or something like that to find them.”
Participant 2

Given such deficiency, students felt pressure to become ambassadors for the PA role. Some found this 
exciting, but others felt the responsibility weighed heavily upon them. 

“…it sort of rang in our heads that we were pioneers, that we had to be out there, no one knew 
about us. It was our job to make them accept us in a certain way. So I felt like a pioneer and 
definitely enjoyed it.”
Participant 7

“I still feel like I'm being watched.”
Participant 16

In the face of this deficiency, some students gravitated towards using doctors as role models, and had begun 
to identify more with the medical profession than with PAs.

“…we can view doctors as role models.”
Participant 8

“I plan on going to med school, yeah… what PAs do is similar to foundation doctors but then like 
the progression is not there…. as I’ve gone on and seen doctors working and, um, seen that 
responsibility and autonomy, it’s something I want too”.
Participant 18

Global theme 3: Dissonance  

Identity crises 

Students universally believed they had experienced an ‘identity crisis’ at some point during training. The 
triggers of these crises took many forms such as failure, the burden of course workload and students 
expressing doubts following comparison with medics. 
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“I ended up failing that OSCE … that made me question you know, am I actually good at this, 
am I competent to do this.”
Participant 5

“… you sometimes feel like you're held to the same standard as a medical student, if not more, in 
terms of workload and then someone can just undermine you on the spot and be like 'you're not a 
medical student, you can't be my chaperone'.”
Participant 1

“…when you compare the two professions then you think, like one seems to have a much easier 
time of it... being a doctor is a really respected profession, you say you're a doctor and people 
don't argue but you say you’re a physician associate and they're like 'ok, what's that then?', they 
don't necessarily take what you have to say seriously.”
Participant 15

Students expressed identity difficulties early in their training, often within the first year. 

“I think in first year; everything was a bit overwhelming... I was second guessing or doubting 
myself. So that was my problem at first, I had so much doubt in everything I was doing… having 
sleepless nights whether I’ve actually done the right thing… signing up.”
Participant 9

Several students dealt with such crises in a way (e.g. through peer or family support) that negated any 
harmful effects, but, concerningly, over half of the participants displayed signs of identity dissonance, 
where assuming the PA role was often likened to wearing a mask. Students portrayed these feelings as 
sustained and unresolved- resolution of identity difficulty was not described by any participants 
displaying signs of identity dissonance.  

“…it’s kind of like having a mask on.”
Participant 6

“…sometimes I feel like I have to put a good face on it all when I’m out on the wards, like… 
almost like I have to step into that PA role, it’s not natural… when I put the lanyard and badge 
and stuff on it’s like putting on a mask.”
Participant 8

PAs on the political agenda

Students voiced concern regarding a lack of progress at a governmental level, with such uncertainty 
identified as negatively impacting upon identity.

“I think one of the things that's quite demoralising is the whole thing about regulation and how 
slow it's been taking. Sometimes you kind of question, 'God, have I made the right decision?'.”
Participant 3

“I just don't know what's going to happen in five years’ time. There is no like model for the next 
five years…no one knows where we'll be working.”
Participant 1

Some students felt so frustrated by this lacking progress that their professional identity already showed 
signs of transformation into the professional identity of a medical student, which is perceived as more 
accessible and progressive than that of a PA’s. 

“I think if an opportunity came up, maybe, not necessarily now but in a couple of years and they 
were like, you can do some sort of conversion course to do medicine, I probably would take it…I 
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just do feel like we can't really progress as much as they marketed it because we can't prescribe 
and we're not regulated yet.” 
Participant 11

“I feel like we have so many obstacles in the way, whereas if you were to read medicine they 
wouldn't be there.”
Participant 17

Others had very clearly already undergone such an identity transformation and admitted to using the PA 
course as a path to medicine. One student even referenced medicine as an ‘upgrade’ to PA studies.

“I'm going to go into medical school after this degree…I do enjoy being a PA…but I do want to 
be able to upgrade… as a doctor you get a chance to progress more.”
Participant 6

The findings of this work have been used to produce a conceptual model (Figure 2) offering initial insight 
into student PA professional identity formation.

[Insert Figure 2 and legend here]

Discussion

Key messages and suggested actions for educators and policy makers

Message 1: Role recognition is key to community of practice participation and subsequent identity 
formation

Students acknowledge recognition of their role as a student PA as important in the formation of their 
professional identities, yet this was lacking. As evident within this work’s theoretical framework, 
inclusion and active work within a community of practice is essential for robust identity formation.35-37 
Takahashi takes this further and highlights the importance of role recognition within a community of 
practice, stressing that those with strong professional identities hold a ‘well defined status’.40 It is clear 
student PAs struggle acquiring such a status, with supervisors often mislabelling their role and 
introducing student PAs to patients as ‘medical students’. Failure to acquire a well-defined role or status 
within community of practice theory results in individuals remaining on the periphery of their 
community, unable to gain mastery of their profession as their role remains unclear.34,36,41As long as PAs 
remain peripheral to the medical community of practice due to lack of role definition, they will struggle to 
acquire strong professional identities or gain true mastery of their profession. Within wider occupational 
literature this proves damaging, with confusion over role definition leading to worsening morale and self-
esteem within employees.42

Educational institutions must strive to better integrate student PAs into medical communities of practice 
by educating both supervisors of students and the rest of the multidisciplinary team as to the student’s 
current and future role, competencies and learning outcomes. A brief introduction detailing these 
elements to a ward or general practice’s multidisciplinary team, delivered at handover or a practice 
meeting by a student’s clinical supervisor, could go a long way to educating clinical staff regarding the 
PA role. Written information for staff would also prove a useful reference- informational posters or 
pamphlets in staff areas would provide easily accessible information regarding the PA role. 

Nationally, a more vigorous and targeted educational campaign by HEE or the NHS is also necessary to 
improve staff awareness of all roles of the multidisciplinary team. This campaign could take many forms- 
one approach could be the development of a national e-learning package regarding the PA role and 
dissemination of this as required learning to all healthcare professionals. 

Message 2: Negativity persists and damages student identity formation
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There is some evidence PAs encounter mostly positive attitudes whilst at work. In 2012, a survey of UK 
doctors who worked with PAs found that only 3.3% believed having a PA on their team did not work.43 
However, this survey was conducted with doctors working directly with PAs on a regular basis and so 
must be interpreted within this context, understanding that exposure and awareness could impact 
perceptions. As PAs are still a relative minority within the workplace nationally, demonstrating largely 
positive attitudes through such work is likely not truly representative of wider occupational attitudes 
towards PAs.  

Overall, there is a greater volume of evidence suggesting PAs encounter negative attitudes in the 
workplace.44,45 In this context, negative attitudes are defined as the perception of another’s viewpoint 
from hostile comments or actions made within the workplace.46 Before the introduction of PAs in the UK, 
the most recently established role was that of the Advanced Nurse Practitioner (ANP).Work assessing 
barriers to PA introduction found ANPs were concerned PAs would encounter stereotyped and prejudiced 
views, as they had when they were forging their role with staff not used to working with ANPs.47 This 
work is supported by Drennan et al who uncovered largely negative opinions concerning the PAs from 
both senior and junior doctors and nurses with a variety of exposure to working PAs, ranging from no to 
regular contact.46 Such hostility is likely a form of professional protectionism towards a ‘new and 
potentially competing occupational group’.47 However, Drennan et al’s work must be interpreted 
cautiously- it is not clear within their work which participant quotes come from those with exposure to the 
role and which do not and, as such, the nature of these negative attitudes is difficult to discern. Despite 
this, our work adds contemporary weight to the claim negative attitudes regarding PAs exist within the 
workplace from a variety of healthcare professionals, although negativity from senior medical staff was 
most frequently described. Students most frequently portray such attitudes as coming from those with 
little to no previous experience of working directly with PAs. A novel finding of this work is how 
damaging such negativity is to student PA professional identity formation, promoting identity dissonance. 

Educational, medical and national institutions must adopt a firm stance regarding negativity towards the 
PA role and openly confront role negativity. This would send a clear message to students and working 
PAs regarding the value of their role and the support available to them. Ideally, this should be explicitly 
confronted within the first few weeks of the PA course, and certainly before clinical exposure. Advice 
should be offered regarding responding to negativity in the moment, signposting to appropriate student 
support and increasing awareness of any institutional complaint procedures. 

Message 3: Responsibility and clinical continuity facilitate identity formation

Much work has been done within medical undergraduate students investigating factors which encourage 
robust professional identity formation. Factors often cited as helpful include: the availability of mentors 
and role models;26,27 clinical experiences and formal teaching and assessment.48 The present study echoes 
these findings. Further to this, student PAs identified responsibility and autonomy as pivotal in crossing 
the threshold into becoming a PA. 

Within medicine, a student also sensing their responsibility and continuity of clinical exposure are both 
key to students identifying as belonging to a particular community.49 This resonates with our findings. 
Continuity of clinical environment may be difficult to obtain, given student PAs require generalist 
training within a relatively short time frame. Solutions to this problem are not likely to be easy or without 
cost but could greatly impact upon student learning and identity formation. It is important to note that 
there is a move within some institutions to place students at one trust, where possible, for the duration of 
their training to facilitate continuity (this was not the case at the institutions studied in this research). This 
may be one way of offering more continuity of clinical experience and fostering identity development. 
Addressing continuity is key as continuity of placement facilitates staff trust in students and increases the 
likelihood of staff providing students with a greater degree of responsibility. 

Message 4: PA role models are lacking, causing student PAs to model themselves upon medical doctors.

Role modelling was mentioned frequently within interviews with student PAs. Although the bulk of 
previous literature portrays role modelling as a factor helpful in professional identity formation,28,29,35 
student PAs were not as convinced. Students acknowledged the lack of PA role models and commented 
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this deficiency made acquiring a professional identity more difficult. Furthermore, the purely physician 
role models currently available to student PAs have caused some student PAs to begin to think, act and 
feel like a doctor, not a PA. This may explain why so many students in our work were considering 
training as a doctor after their PA course ended. 

Institutions must actively recruit working PAs to teach on their PA studies courses, even if said working 
PAs are perceived as still being relatively junior. In time, as the quantity of working PAs increases, PA 
studies courses should be mostly led and taught by PAs. Alternatively, bringing working PAs to 
institutions for regular question and answer/information sessions or utilising social media to signpost and 
encourage online access of PA role models may prove helpful. Publication of national accreditation 
standards for PA studies courses, stipulating the need for adequate PA role model exposure could also 
help. Such accreditation standards have yet to be formally published but could provide clear guidance to 
institutions on best utilising PA role models. 

Within the US debate exists as to whether to integrate Physician Assistant studies courses into medical 
school curricula. Overwhelmingly PA programmes remain separate entities, with only two programmes 
(Boston University and Iowa University) achieving majority integration.50,51 Although the impact of 
medical school integration upon student PA professional identity development has not been studied 
within this work, it could be argued demonstrating that student PAs relying on doctors as role models can 
alter the identity they form, makes a case for maintaining the separation of medical and PA programmes. 
Yet, such an assumption would be flawed, failing to pay heed to the significant body of literature 
regarding the benefits of interprofessional education. Indeed, interprofessional education can strengthen 
student identity formation- witnessing, and even performing, the role of an adjacent health professional 
has been found to reinforce student knowledge of and comfort within their own role.52,53,54 Student PAs 
within this work rarely saw any other working PAs. In the context of appropriate exposure to PA role 
models, alongside physician role models, cautious and careful integration could be of benefit to student 
PA identity formation. 

Message 5: Identity dissonance is prevalent and exacerbated by career uncertainty 

Despite emerging awareness of factors influencing professional identity development, university students 
often struggle to develop robust professional identities, suffering emotional distress at the hands of a 
concept known as negative ‘identity dissonance’.55 When personal and professional identities fail to 
integrate as conflict exists between the two, students feel as though they are ‘losing themselves’, often 
leading to questioning regarding a student’s ‘values, ambitions, abilities and… self worth’.24,56,57 

Within medical students, identity dissonance leads to higher rates of drop out and reduced career 
success.57 Student PAs display signs of such dissonance - all participants admitted to experiencing an 
‘identity crisis’, often at an early stage of their training. Students manifest identity dissonance by 
distancing themselves from the PA role to maintain their sense of self, referring to the role as a ‘mask’, or 
by failing to acquire a professional identity as a PA, instead being content to be mislabelled as a medical 
student. Referencing PA identity as a ’mask’ could also be a way of students expressing feelings of 
‘imposter syndrome’. Within ‘imposter syndrome’, individuals feel unworthy of the praise they receive 
‘because they do not believe they have earned such recognition… causing… anxiety and stress’.58

It is possible, however, the difficulties student PAs describe in regards to their ‘identity crises’ are part of 
normal student identity development and not more sustained identity dissonance. Wenger describes how 
the process of ‘identity reconciliation’, where individuals make sense of their multiple sub-identities and 
work to integrate these.35,41,59 Identity reconciliation can be difficult, particularly when entering a new 
community of practice,35 as the student PAs within this work recently had. However, some accounts 
given by students throughout this work seem to go beyond anticipated initial stress when faced with 
developing a new identity- a large proportion of relatively senior students interviewed still demonstrated 
identity difficulties, all students identified with the term ‘crisis’ to describe their identity struggles and 
many students admitted to struggling with a assimilating PA professional identity without any real 
resolution to these issues. It is likely a combination of identity reconciliation and identity dissonance are 
evident within our results- initial unsuccessful identity reconciliation can lead to identity dissonance and 
we believe this is evident here- over half of the participants admitting to struggling do not demonstrate 
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successful reconciliation. As such, and alongside the time scale and severity of identity struggles within 
our work, we conclude identity dissonance to be present within our study participants. 

This study is the first documented evidence of identity dissonance within Physician Associate students. 
Furthermore, a novel finding of this work is the damaging effect identity dissonance has upon student 
learning- the ‘mask’ of imposter syndrome is a barrier to full student engagement and immersion within 
situated learning environments.

Identity dissonance and imposter syndrome are worsened by the career and political uncertainty 
surrounding the PA role. Mentioned frequently were concerns over the lack of standardized professional 
regulation, and the negative impact this had on student identity. Christmas postulates professional 
regulation offers a sense of identity through alignment with a wider community of professionals.60 
Statutory regulation is on the horizon and this will likely positively influence PA occupational identity. 
Still, educational institutions would do well to honestly address student concern and fears regarding 
career progression and development. Nationally, clarity regarding PA career paths and progression is 
desperately needed from HEE to improve PA career satisfaction and future role retention.

Limitations

It is important to consider the limitations of this work. Context must be carefully considered throughout - 
the two institutions studied operate using different curricula and provide varying degrees of clinical 
exposure. Given that clinical experience within a community of practice is considered key to medical 
identity formation,29 this variable exposure is likely to have had an effect upon students that we are 
unable to fully dissect without further study. 

Another contextual limitation concerns the localities studied. At the time of this study, HYMS was in its 
third year of operating a PA studies course, with Sheffield in its fourth year. Given this novelty, the 
amount of PA graduates practicing within the study region is likely to be limited, meaning this study’s 
results must be interpreted within the context of a PA-naïve area. It could prove difficult to fully 
extrapolate these findings to an area in which PA practice is more well established, and further work 
should focus on student PA identity formation within a wider variety of national and international 
localities. Despite this, this work still holds relevance, both for many areas within the UK, and 
internationally, particularly in areas still establishing the PA role. We do feel our findings and practice 
recommendations are also transferable in a broader sense and could apply to any new establishing role, 
particularly within healthcare. 

The final considered limitation of this work concerns the demographics of the student population studied. 
There is a higher proportion of female participants which could act as a confounding factor- some of our 
findings could be borne of gender, not role, bias. Despite this, the gender balance of this work is 
representative of the female predominance present within PA studies,61 creating transferable results. It 
would be almost impossible and, indeed, fairly artificial to dissect out gender and role bias within this 
context. Instead, an intersectional approach is more appropriate, considering the possibility of gender bias 
acting alongside the profession bias this work has demonstrated.

Directions for future research

Novel findings warranting further research from this work include: the function of role modelling within 
PA students; identity dissonance within student PAs including investigation of the relationship between 
identity reconciliation and identity dissonance; and the finding that many PA students identify more with 
doctors, giving rise to a desire to subsequently train as a physician. As the number of PAs in the UK NHS 
grows there will be further opportunities to evaluate the influence of training and workplace experiences 
on occupational identity, and how these impact job satisfaction, recruitment and retention. Ongoing 
evaluation of PA experiences regarding their identity development will add further depth to the 
conceptual model presented by this work and ensure support for PA identity development tackles current 
issues and enhances supportive factors.

Conclusions

Page 16 of 25

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For peer review only

16

This is the first in-depth qualitative study to focus on UK student PA professional identity formation. 
Whilst the perception of PAs within the workplace is improving, secondary to role familiarity, students 
continue to experience negativity directed at their position as training PAs, proving harmful to identity 
formation. Student PAs identified several factors as instrumental in acquiring a strong professional 
identity, including clinical exposure including adequate continuity. Despite this, a lack of focus on PA 
identity formation has allowed harmful influences to propagate without intervention, such as ignorance 
and negativity from staff regarding the role. Early intervention is key- most students suffer ‘identity 
crises’ early within training that can progress to identity dissonance if no support is offered. Educators 
must act to continue to support the ‘safe shore’ identity facilitators and intervene in the ways detailed 
above to make the ‘uncertain shallows’ and ‘hazardous deep’ of identity formation safer for student PAs 
to navigate.

PAs are a key component of HEEs plans for the UK health workforce strategy. However, unless this 
emerging professional group form a healthy and coherent identity, long term, recruitment, retention and 
workplace effectiveness are likely to suffer. This could damage the potential of PAs to substantially 
contribute to ameliorating the effects of acute medical staff shortages in many specialties and 
geographical areas served by the UK NHS.   
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Figure legends

Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process 
of socialization in identity formation.

Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. 
There are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs 
can easily find their footing and represents the factors which assist student identity formation. The 
‘hazardous deep’ can easily drown a student, and represents barriers to student identity formation that can 
overwhelm a training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the 
dangers of the deep and represents factors that, depending on context and agency, can either help or harm 
student PA occupational identity formation. 
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Fig. 1 Cruess et al’s diagrammatic representation of factors impacting upon a medical student’s process of 
socialisation in identity formation. 
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Fig. 2 Conceptual model detailing the facilitating factors and barriers to student PA identity formation. There 
are three sections to this conceptual model. The ‘safe shore’ is solid ground on which student PAs can easily 
find their footing and represents the factors which assist student identity formation. The ‘hazardous deep’ 
can easily drown a student, and represents barriers to student identity formation that can overwhelm a 

training PA. The ‘uncertain shallows’ is a hinterland between the safety of the shore and the dangers of the 
deep and represents factors that, depending on context and agency, can either help or harm student PA 

occupational identity formation. 
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Supplementary table one: Semi-structured interview question stems 
 

Demographic information 
Understanding student PA views on 
professional identity 

-Defining student PA identity 
-Discussion regarding contributing factors 
shaping identity 
-Feeling like a PA 
-Identity doubts? Ever felt in crisis? 

Understanding student PA experiences -Detailing training in the workplace so far 
-The perceptions of others 
-Positive clinical experiences.  
-Negative clinical experiences + coping 
-Impact of clinical experiences  
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unique contribution(s) to scholarship in a discipline or field

 Pages 11-14 for 
discussion, 
situated in light 
of previous 
research

Limitations - Trustworthiness and limitations of findings  Page 13

Other

Conflicts of interest - Potential sources of influence or perceived influence on 
study conduct and conclusions; how these were managed

 None. 
Statement on 
page 14.

Funding - Sources of funding and other support; role of funders in data collection, 
interpretation, and reporting

 None. 
Statement on 
page 14.

*The authors created the SRQR by searching the literature to identify guidelines, reporting 
standards, and critical appraisal criteria for qualitative research; reviewing the reference 
lists of retrieved sources; and contacting experts to gain feedback. The SRQR aims to 
improve the transparency of all aspects of qualitative research by providing clear standards 
for reporting qualitative research.
 

**The rationale should briefly discuss the justification for choosing that theory, approach, 
method, or technique rather than other options available, the assumptions and limitations 
implicit in those choices, and how those choices influence study conclusions and 
transferability. As appropriate, the rationale for several items might be discussed together.

Reference:  
O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative 
research: a synthesis of recommendations. Academic Medicine, Vol. 89, No. 9 / Sept 2014
DOI: 10.1097/ACM.0000000000000388
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